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ABSTRACT
This descriptive comparative study examined the usefulness of Pender's (1996) Health 
Promotion Model to explain the occurrence and difiTeiences of health-promoting behavior 
between nurses who smoke and nurses who do not. A convenience sample of 283 nurses 
completed two assessment instruments, the Health-Promoting Life-Style Profile II (HPLP-H) and 
the Self-Rated Abilities for Health Practices Scale. Significant differences were found in the 
mean scores on subscales of the HPLP-H and the Self-Rated Abilities for Health Practices Scale 
between nurses who smoke and those who do not. A posteriori comparisons of three groups of 
nurses; current smoking nurses, former smoking nurses and never smoking nurses increased 
support for the importance of behavior-specific cognitions and affect in explaining the 
occurrence of health promoting behavior among nurses who smoke.
Ill
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CHAPTERl
INTRODUCTION
Despite evidence of a downward trend in the last 30 years, studies which have examined 
smoking behavior among nurses have indicated a high level of smoking (Padula, 1992). This 
continuance of smoking is of great concern to many health care professionals, especially those 
in the nursing profession. This concern relates to both the nurses' ability to serve as health 
educators and role models, and the participation in such a harmful life-style behavior.
Statement of the Problem
Smoking is responsible for more than one of every five deaths in the United States. 
Smoking is responsible for more than 419,000 deaths in the United States each year 
(USDHHS, 1996). It is considered to be the single greatest cause of preventable death and 
disability in the United States. Smoking is responsible for 83% of all limg cancer cases and 
accounts for about 30% of all cancer deaths (USDHHS, 1995).
More people die from the result of tobacco use than from AIDS, alcohol, illicit drugs, 
homicides, suicides, fires, automobile crashes and other accidents combined (Mikhail & 
Moore, 1996). Smoking substantially increases the risk of cardiovascular disease, chronic 
obstructive pulmonary disease, contributes significantly to low birthweight, and other 
conditions that constitute a wide array of serious health consequences.
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There is a growing recognition of the health risks associated with passive smoking, 
defined as the inhalation of smoke from the tobacco products of others. Scientific evidence 
(USDHHS, 1995) has established that involuntary inhalation of secondary or environmental 
tobacco smoke (ETS) is a causative factor in diseases and death among nonsmokers. 
Secondhand smoke is responsible for as many as 3,000 to 43,000 deaths annually depending 
on the source (USDHHS, 1995; Brownlee & Roberts, 1994; Edmondton, 1994).
Since 1964, scientific and public knowledge o f the health consequences of smoking and 
the programs and policies that encourage a smoke-firee environment has increased 
significantly. It has been estimated that 750,000 smoking-related deaths were avoided or 
postponed between 1964 and 1985 as a result of decisions to quit smoking or not to start. 
These decisions result in the postponement or avoidance of an estimated 2.1 million smoking- 
related deaths between 1986 and the year 2000. Although more than 50 million Americans 
continue to smoke, more than 90 million would be smoking without the changes in the 
smoking and health environment that have occurred since 1964 (Surgeon General Report, 
1989).
The U.S. Congress Office of Technology Assessment has estimated the total o f smoking- 
related health care costs and lost productivity costs to be approximately $65 billion dollars 
each year. A 1990 estimate of civilian, non-institutionalized persons aged 25 years or older 
who ever smoked cigarettes will incur lifetime medical care costs in excess of $501 billion 
(USDHHS, 1992).
Tobacco is the most lethal consumer product ever sold and yet its use is legal. Of 
course, most coimtries levy taxes directly on tobacco products because of the low
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administrative cost relative to generated revenues. Depending on the study, one can find 
economic support for smoking, as well as for not smoking. A study in Canada (USDHHS, 
1992), with an expensive government health care system and high-technology medical care, 
found health care expenditures attributable to smoking amounted to a maximum of 30% of the 
tax revenue on tobacco products in 1978. In the United States, a study in 1989 (USDHHS, 
1992) found the external economic costs of smoking fell below the average excise tax (state 
plus federal) that was imposed at the time of the analysis, indicating that smokers probably 
compensated for the health costs of smoking imposed on nonsmokers. However, more recent 
information on the hazards of passive smoking has suggested the net costs that smokers 
impose on nonsmokers in the United States are underestimated. However, no value has been 
assigned to intangible items such as pain and suffering, premature death, and loss experienced 
by friends and relatives (USDHHS, 1992).
If there were a nationwide ban on producing, manufacturing, using and exporting tobacco 
products, it would definitely cause an impact on America's economy. Approximately 47,000 
workers are employed by the nation's tobacco companies and their jobs would be at risk. 
Cigarette taxes generate about $12 billion a year and the exportation of tobacco produces a $4 
billion per year trade surplus. Tobacco farmers could suffer since their crops earn about $3 
billion a year. Most significantly, ex-smokers would live longer and would require greater 
Social Security and Medicare payments (Brownlee & Roberts, 1994).
On the other hand, a nationwide ban could increase productivity substantially; workers 
would live longer. The $65 billion now spent on smoking-related diseases per year would be 
saved. Companies could gamer an added $8.4 billion per year because of the expected dip in
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smoking-related absenteeism and without cigarette breaks, smokers would gain a month's 
work each year. Millions of dollars could be saved from the damage of accidental fires 
caused fix>m smoking each year, not to mention the injuries and lost lives that would be 
prevented (Brownlee & Roberts, 1994).
The use of tobacco is still prevalent, despite the health dangers it presents and the fact 
there is increased public awareness of the dangers. Recent estimates are that 25 percent of 
Americans smoke. More importantly, smoking prevalence among adolescents appears to be 
on the rise, with more than 3,000 children and adolescents becoming addicted to tobacco each 
day (USDHHS, 1996). In addition, approximately 70% of youth who smoke regularly are 
likely to become smokers as adults (Sussman, et. al., 1993).
Background and Significance of the Problem
Despite years of research data, despite working in an environment that discourages 
smoking and constantly reminds all health care personnel they "set the example", many nurses 
still "choose" to smoke. The high rate of cigarette smoking among nurses in the United States 
has been a public health concern since it was first identified in two nationwide surveys 
(Feldman & Richard, 1986). In both surveys, it was shown that nurses have a higher 
prevalence of cigarette smoking than any other group of health professionals. In fact, nurses 
at one time were shown to have a higher rate of cigarette consumption when compared with 
adult women in general (Gritz & Kanim, 1986). This puzzling high rate of smoking among 
nurses is not limited to the United States and has been documented internationally (Padula, 
1992). Most significantly, nurses were the only professional group to show an increase of
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current smokers from the first to the second survty; 37% in 1969 to 39% in 1975 (Wagner, 
1984; Feldman & Richard,1986).
Because of their important roles as exemplars and health educators, it is generally agreed 
that nurses should not smoke. Studies suggest that smoking by nurses undermines the 
message to their patients about the adverse health effects of smoking (Dawley, Carol, and 
Morrison, 1981). It has also been shown that nurses who smoke are much less likely to 
encourage smoking cessation by their patients (USDHHS, 1991).
Statement of the Purpose
Although nurses are included in many health promotion research and intervention 
programs, little is known about their health-promotion needs, the factors influencing their 
participation in health behaviors, or the outcomes related to their participation in health- 
promoting behaviors.
Smoking represents a major public health problem and the smoking rate among nurses 
remains unacceptably high. Tobacco-related morbidity and mortality demands an aggressive 
approach toward prevention of the smoking habit. An essential component in this process is a 
critical examination of the smoking problem within the profession of nursing.
Most of the research relating to smoking prevalence of nurses conducted so far has been 
descriptive and essentially atheoretical (Padula, 1992). A theoretically based study with 
consistent definitions and operationalization of relevant variables is needed.
The primary purpose of this descriptive comparative study is to examine the health- 
promoting components of life-style in the nonsmoking nurse population as compared to the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
smoking nurse population. A second purpose is to examine how nurses who smoke perceive 
their own abilities to perform health practices as compared to nurses who do not smoke.
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CHAPTER 2 
REVIEW OF RELEVANT LITERATURE
Numerous studies in the last several decades illuminate factors that contribute to the 
high smoking rates and lower cessation rates among nurses. Factors such as gender, age, field 
of practice, lack of awareness of the hazards of smoking, stress and shift work, have been 
studied extensively as contributing to the reasons why nurses have such a high smoking rate. 
These and other factors are reviewed and discussed.
Demographic Variables
Gender
Several early studies examining the smoking behavior of nurses demonstrated that nurses 
smoked at a significantly higher rate than women in general (Elkind, 1989). Also, a larger 
proportion of male nurses than female nurses were smokers, as is seen in the general 
population (Becker, et. al., 1986). The estimated prevalence rate of smoking in the general 
population in 1979 was 36.8 % for males and 28.2% for females. These rates reflect a 
significant decrease from the 1964 report among males (51.1 %), but only a minimal 
reduction (33.3 %), among females (USDHEW, 1979). The number of male smokers in 1965 
was 28.9 million, hi 1994 it was 24 million. The number of female smokers in 1965 was 
21.1 million. In 1994 that number rose to 22.3 million (Brownlee & Roberts,1994).
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There also appears to be a gender difference in relation to smoking cessation which has 
been slower for females when compared to males. For the last two decades the prevalence of 
smoking among adolescent females has exceeded that for males. These differences are a 
matter of significance since the overwhelming majority of nurses are women. Higher 
smoking relapse rates are also noted for woman than for men; a difference in the withdrawal 
experience has been cited to explain this (Padula, 1992). Women demonstrate the same dose- 
response relationships with cigarettes as men do but women who use oral contraceptives were 
found to be at even higher risk for myocardial infarction (10-fold increase) and subarachnoid 
hemorrhage (Puskar, 1995). Among men, the percentage of smokers tends to decrease as 
income increases; for women the opposite is generally true (Padula, 1992).
In a recent study of adolescent girls and boys, relatively small amounts of cigarette 
smoke were found to cause similar deficits in lung function. However, these deficits were 
greater in girls than in boys. The effects of smoking on the growth of lung function were 
greater in girls in absolute as well as percentage terms, despite the fact that boys had larger 
lung capacities and reported they smoked more cigarettes (Gold, Wang, Wypij, Speizer, 
Ware, & Dockery, 1996).
Professions
As a profession, nurses have not changed their smoking behavior as have other health 
care providers. As late as 1977, a major national study showed only 36% of nurse smokers 
had stopped smoking compared to 64% of physicians and 61% of dentist (USDHEW, 1977). 
Another study of smoking among health professionals in the mid-1970s showed smoking 
prevalence to be 39% for nurses, a predominantly women's occupational group, compared to
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approximately 25% for other predominantly male health professionals (physicians, dentist, 
pharmacists) and 32% for adult women in general (USDHHS,1980).
Cigarette smoking prevalence among registered nurses was higher than the prevalence 
among all adults in the late 1960s, but has been less than among the adult population since the 
mid 1970s. Overall since 1974 in the United States, cigarette smoking has declined most 
rapidly among physicians, (less than 5% smoke), at an intermediate rate among registered 
nurses, (15-20% smoke), and at a slower rate among licensed practical nurses, (25-30% 
smoke) (Nelson, et. al., 1994). The best single sociodemographic predictor of smoking 
appears to be educational attainment padula, 1992; Nelson et al., 1994).
Age
When it comes to age and smoking prevalence, some studies indicate either no 
correlation between smoking and age (Tagliacozzo, DrNatSci, & Vaughn, 1982; Wagner, 
1984), whereas others find higher rates of smoking among defined age groups, e.g., 30-39 
years and 40-59 years (Becker et al., 1986; Gritz et al., 1989). Younger nurses have been 
found to smoke less than older nurses. Smoking rates for 20-34-year-old nurses were lower 
than for other nurses, and more nurses in this age category reported themselves as having 
never smoked (Gritz et al., 1989).
Professional Characteristics
Different work areas in nursmg have been suggested as having higher levels of smoking. 
In a study of nurses in western New York, 50% of registered nurses working in the psychiatric 
area reported they were currently smoking cigarettes. In contrast, 35% of those in community
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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woik were smokers, and 30% of nurses working in the medical/surgical environment of a 
hospital reported th ^  are smoking. Nurses working in education and in the 
maternity/pediatrics health areas had the lowest incidence of smoking with 21% and 19% 
respectively (Wagner, 1984).
In 1985, a study of smoking by oncology nurses showed a smoking rate of 19.5%. This 
is one of the lowest estimates obtained for smoking among nurses in that time period. 
Unfortunately, it was still noticeably higher than that obtained for two predominantly male 
professional groups in the same time period, pulmonary physicians and dentists (4.6% and 
5.4% respectively) (Gritz & Kanim, 1985).
A study of military nurses found the smoking rate to be 21% (Alexander & Beck, 1990). 
This was considered surprising since the evidence for that time period suggested the smoking 
prevalence among nurses ranged from 28-37%. In contrast, overall smoking by military 
personnel ranged between 40-50% (Alexander & Beck, 1990). The study assumed that 
military nurses were different from their civilian counterparts in several respects. Military 
emphasis on physical fitness, health promotion, woricsite smoking restrictions and a minimum 
educational preparation of a baccalaureate degree were just a few of the factors that were 
mentioned to explain the result. Still, with the facts and research statistics, 21% is not a figure 
the nursing military profession, or nurses in general, can really be proud to advertise.
Several investigators have identified critical care nurses as a subpopulation within 
nursmg with particularly high rates of smoking. These studies report a 20%-47% prevalence 
rate among critical care nurses. Ironically, a smoking prevalence of 29% was reported for 
pulmonary clinical nurse specialists (Padula, 1992). Studies suggest the stress associated
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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with practicing in the critical care area might contribute to this rate (Dore & Hoey, 1988; 
Padula, 1992). Other studies postulate the association of stress and smoking behavior has not 
been demonstrated (Becker, et. al., 1986; Dore & H o^, 1988).
Occupational Stress
Nursing is generally acknowledged to be a highly stressful profession with both 
physical and psychological demands that may exceed a nurse’s ability to adapt. In fact, more 
than sixteen papers and research articles have confirmed this (Alexander & Beck, 1991). Is 
there a strong correlation between stress and smoking? In the study on the smoking behavior 
of military nurses the results revealed that current smokers reported significantly (p < .05) 
more job stress, job dissatisfaction and less social support than either former smokers or those 
who had never smoked (Alexander & Beck, 1991).
A study comparing student teachers with student nurses suggested that stress and 
smoking were related in three distinct ways. First, smokers and nonsmokers differed in the 
way they experienced stress. Smokers mentioned they felt "very angry". It was found that 
smokers were more sensitive to relationships than nonsmokers and unsatisfactory 
relationships may give rise to feelings of anger. Second, the study suggested a direct 
association between the frequency of stress symptoms such as feeling exhausted, nervous, 
panicky, tearful and inability to cope, and the number of cigarettes smoked. In addition, 
increasing stress symptoms led to an increase in the number of cigarettes smoked. Third, 
nonsmokers among the nurses who had tried smoking briefly at some stage of their education 
had higher stress scores than those who had not. This appears to validate previous studies
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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indicating that smoking to deal with stress is a learned behavior. An experimental smoker is 
less likely to find this activity of immediate value. Naturally, it is clear that the former 
individuals are likely to remain vulnerable to smoking during any situation that invokes stress 
symptoms (Elkind, 1988).
Elkind (1988) also noted that at entry to their educational program the student nurses
*
were twice as likely to be smokers as the student teachers, hi this sense, the prevalence of 
smoking among nurses can not be explained by occupational stress. This study showed 
occupational differences in smoking prevalence are established before the professional 
education begins and there was little evidence o f any fundamental change in group patterns 
during their education (Elkind, 1988).
There appears to be a marked relationship between stress and shift work, which is a 
part of many nurses' practice. In a recent study on shift work and its relationship to 
cardiovascular disease, the percentage of nurses who smoke and had never engaged in 
rotating night shifts was 17.3% as compared to 24.5% of those who rotated shifts 15 or more 
times a year. It was found that longer duration's of shift work were associated with higher 
prevalence of current smoking. In addition, a higher prevalence of hypertension, diabetes, 
body mass index, and increased levels of physical activity were also discovered with longer 
duration's of shift work (Kawachi, et. al, 1995).
Kawachi, et. al. (1995) also found that workers with the most irregular working hours 
had higher LDL cholesterol (low density lipoproteins/ bad cholesterol) and lower HDL (high 
density cholesterol/ good cholesterol). These differences in lipids were independent of 
smoking, obesity, dietary factors, and physical activity. In an experimental study of day shift
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workers who were unexpectedly switched to the night shift, increased levels of serum 
cholesterol, glucose, uric acid, and urinary adrenaline excretion were reported indicating that 
rotating shifts is physiologically stressful (Kawachi, et al., 1995).
Although occupational patterns of smoking prevalence may already be established at 
entry to nursing education, the stress of rotating shifts can exert a strong influence on nurses. 
As already noted, the physical demands of shift work are significant, especially when 
comparing to those who do not rotate shifts such as teachers. This greater stress alone may 
contribute to a consolidation of the habit of smoking among nurses.
Nursing Practice
Approximately 54% of the deaths in the United states each year prior to age 65 are 
due to unhealthy life-styles, while 22% are attributed to environmental factors and 16% to 
human biological factors (Pender, 1996). Life-style has been defined as a way of living or the 
manner in which people conduct their day-to-day activities. The relationship of life-style to 
current and future health status and mortality has been studied to find those components that 
serve to maintain or enhance individual wellness.
An important longitudinal study conducted by the Human Population Laboratory in 
Alameda County, California (Berkman & Syme, 1979), examined the relationship of life-style 
to current and future health status and mortality in the general population. The important life­
style components for which support was provided to varying extents in this nine-year follow- 
up study were social ties or networks and good health habits related to sleeping, eating, 
physical activity, and harmful substance avoidance.
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It appears that increased resources should be focused on assisting individuals to modify 
personal health habits and the environment if noticeable improvements are to be achieved in 
the life span and health status in a given population.
Nurses have enormous potential to fill the health education role for healthy behavior or 
life style. A factor that appears to impact on the nurse's abilify to effectively serve as a role 
model and health teacher is the smoking behavior of nurses themselves. Nurses who smoke 
are less likely to instruct patients about quitting, are less aggressive and less effective in 
changing smoking behavior of clients. These nurses clearly hold a more negative view of 
their role in counseling patients to stop smoking. In fact, nurses who smoke are more likely to 
believe that smoking patients have rights which have priority over those of nonsmoking 
patients in the hospital environment (Padula, 1992).
Medical knowledge and socialization to the helping role do not override personal behavior 
in determining attitudes toward smoking in health care settings. Knowledge of the health 
consequences of smoking by nurses has not been found to be significantly related to smoking 
behavior (Becker et al., 1986; Padula, 1992).
Smoking prevalence among nurses has been related to attitudes and beliefs about 
smoking and health as well as characteristics of nursing education and roles. Consequently, 
nurses who smoke believe cigarette smoking is less dangerous than do nonsmokers and are 
less likely to counsel clients about the health effects of smoking. Overall, nurse's attitudes 
about smoking are most strongly determined by their current smoking status independent of 
many other sociodemographic variables (Gritz et al., 1989).
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Summary
Smoking represents a major public health problem. Nurses, because of their recognized 
expertise and frequent, continuing contact with the public, have the unique opportunity of 
providing leadership in the promotion of better health. Unfortunately, smoking remains 
unacceptably high among nurses. Nurses lag behind their professional colleagues, physicians 
and dentist, in breaking this harmful life-style behavior.
Pender (1996) presents the Health Promotion Model as an organizing framework to guide 
research on health-promoting behavior. This model should be useful in explaining the 
occurrence of health behavior and health behavior change among nurses who smoke. A 
thorough assessment of health, health beliefs, and health behaviors is the foundation for 
designing a health-promoting plan for a given client, family, and/or population. With lifestyle 
strengths and weaknesses identified, a plan fr)r effective intervention can be formulated 
(Pender, 1996).
Is there a significant difference in health-promoting behavior between nurses who 
smoke and those who do not? The Health Promotion Model (HPM) has been offered as a 
guide for the exploration of the complex biopsychosocial processes that motivate individuals 
to engage in behaviors directed toward the enhancement of health. With the HPM, an 
investigation can be accomplished to determine what factors are related to smoking behavior 
and if so, how that information might be utilized for prevention or cessation programs in 
smoking.
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FRAMEWORK
The Health Promotion Model QIPM) first appeared in nursing literature in the early 
1980s. The model was a guide for exploring complex processes that motivate individuals to 
engage in behaviors directed toward the enhancement of health. The HPM is similar in 
construction to the health belief model but is not limited to explaining disease prevention 
behavior and expands to encompass behaviors for enhancing health.
According to Pender (1996), health and illness are qualitatively different but interrelated 
concepts. One can achieve differing levels of health as well as differing levels of illness. 
Illness represents discrete events throughout the life process and these illness events can be of 
short or long duration. Illness experiences can either hinder or facilitate an individual's quest 
for health. The highest level of health possible can exist with or without overt illness. 
Likewise, poor health can exist with or without illness.
Health-promoting behavior, an expression of the human actualizing tendency, is 
directed toward sustaining or increasing the individual's level of well-being, self-actualization, 
and personal fulfillment. Health-protecting behavior or prevention is an expression of the 
human stabilizing tendency and is directed toward decreasing the individual's chances of 
encountering illness. There is an important difference between health promotion and health 
protection or illness prevention in the HPM. Health promotion is motivated by the desire to
16
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increase well-being and actualize human health potential. Health protection is motivated by a 
desire to actively avoid illness, detect it early, or maintain functioning within the constraints 
of illness. Health promotion and prevention while distinguishable are complementary 
processes.
Health promotion and disease prevention go hand in hand. Many health behavior actions 
will accomplish both health prevention and health protection. The cessation of smoking to 
minimize the risk of lung cancer may be regarded as disease prevention. This same measure 
is aimed at advancing health by preserving optimum respiratory and cardiovascular system 
functioning and may be regarded as health promotion.
Health protecting behavior (prevention) is further broken down into three types. Primary 
prevention refers to specific protection against a disease to prevent its occurrence. Examples 
include immunization against infectious diseases, reducing risk factors such as maintaining 
recommended weight, cholesterol and blood pressure, and preventing pollution of air or water 
to prevent disease. Secondary prevention consists of those actions to promote early diagnosis 
and treatment. Breast and testicular self-examination are good examples of secondary 
prevention. Tertiary prevention refers to minimizing residual disability from disease and 
living productively with limitations. A cardiac rehabilitation program following a myocardial 
infarction or cardiovascular surgery is an excellent example of tertiary prevention.
Understanding the complex processes that motivate individuals to engage in behaviors 
directed toward the enhancement of health is critical for the development of effective 
interventions that health professionals can use to assist clients. The HPM has incorporated 
major constructs, identified through research, that explain or influence health behavior and
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health behavior change. These constructs were integrated from expectancy-value theory and 
social cognitive theory and placed within a nursing perspective of holistic human functioning 
(Pender, 1996).
According to the expectancy-value model, behavior is rational and economical; a person 
will engage in a given action and will persist in it to the extent the outcome is of positive 
value and has the desired outcome. However, individuals will not invest their effort and 
personal resources in working toward goals they believe are impossible to achieve. This 
concept is similar to the concept of self-efficacy in social cognitive theory.
Self-efBcacy is concerned with judgments of how well one can execute courses of action 
required to deal with prospective situations. Self-efficacy theory proposes that individuals 
cannot act upon knowledge until they believe they are capable of such action. (Bandura, 
1982). Self-efficacy theory proposed by Bandura has emerged as an important predictor of 
health behaviors (Pender, 1996). Self-efficacy has been proposed to mediate the relationships 
between knowledge and behavior (Stuifbergen & Becker, 1994). Given the addictive quality 
of smoking and the personal control required to progress fit>m mere knowledge of the hazards 
of smoking to becoming a nonsmoker or avoiding cigarette smoking altogether, self-efficacy 
theory may be especially relevant to understanding the behavior to quit smoking and smoking 
prevention among nurses.
The HPM (Pender, 1996) is based on the following assumptions which reflect both 
nursing and behavioral science views:
1. Persons seek to create conditions of living through which they can express their 
unique human health potential.
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2. Persons have the c^acify for reflective self-awareness, including assessment of their 
own competencies.
3. Persons value growth in directions viewed as positive and attempt to achieve a 
personally acceptable balance between change and stability.
4. Individuals seek to actively regulate their own behavior.
5. Individuals in all their biopsychosocial complexity interact with the environment, 
progressively transforming the environment and being transformed over time.
6. Health professionals constitute a part of the interpersonal environment, which exerts 
influence on persons throughout their life span.
7. Self-initiated reconfiguration of person-environment interactive patterns is essential 
to behavior change. 54)
These assumptions stress the active role the individual has in maintaining health 
behaviors and in modifying the environment for health behaviors (Pender, 1996).
The HPM appears in Figure 1. This is a revised model that has changed as new 
knowledge has been generated. The model variables and their interrelationships are described 
along with those variables that were used in this study.
Definition of Research Variables
Prior Related Behavior
Each person has unique personal characteristics and experiences that affect subsequent 
actions. According to the HPM, the best predictor of behavior is the firequency of the same 
behavior in the past. Prior behavior is defined as having direct and indirect effects on the









































Figure I. Health Promotion Model. (Used with permission from Pender, N.J. (1996). 
Health Promotion in Nursing Practice. Stamford, Connecticut; Appleton-Lange, p. 67.)
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likelihood of engaging in health-promoting behaviors. The direct effect of past behavior on 
current health-promoting behavior may be due to habit formation. This predisposes one to 
engage in the behavior automatically, with little attention to the specific details of the action. 
The habit becomes further ingrained each time the behavior occurs.
Prior behavior is proposed as also having an indirect influence on health-promoting 
behavior through behavior-specific cognitions such as self-efGcacy, benefits, and activity- 
related afiect. Actual enactment of a behavior and its associated feedback confers that 
behavior as a primary source of efQcacy or "skill" information. Prior behavior is proposed as 
shaping all of these behavior-specific cognitions and affect (Pender, 1996).
With this in mind, one can see the unhealthy life-style behavior of smoking as a 
manifestation of a pattern of behavior-specific cognitions and affect. This pattern should be 
similar in this population of individuals and exert a significant influence on health-promoting 
behavior, which can be measured with the appropriate tool(s). Likewise, those individuals 
who do not smoke should have different behavior-specific cognitions and affect or different 
health patterns from those who do smoke, and their health-promoting behavior should be 
significantly different.
A questionnaire was designed to assess whether or not a registered ninse smoked, what 
they smoked, how much they smoked and when they started (Appendix ID). From this 
questioimaire, the prior related behavior of smoking was determined in this study and the 
respondents could be classified into three groups: current smokers, former smokers and never 
smokers.
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Personal Factors
In the revised HPM, personal factors have been categorized as biologic, psychologic and 
sociocultural. Biologic factors include variables such as age, gender, menopausal status, and 
agility. Psychologic factors can include variables such as self-esteem, perceived health status 
and self-motivation. Sociocultural factors include variables such as race, ethnicity, education, 
and socioeconomic status.
Personal factors are proposed as directly influencing both behavior-specific cognitions 
and affect as well as health-promoting behavior. Personal factors may influence cognition 
and affect and can predict health behaviors. Many personal factors cannot be changed and 
they are seldom incorporated into health-behavior change interventions.
Personal biological factors in this study include age and gender. Sociocultural factors 
include variables such as race and education. They were used in this study to provide 
demographic data only.
Perceived benefits of Action
When an individual plans to engage in a particular behavior, it often hinges on the 
anticipated benefits or outcomes that are expected to occur. According to the HPM, the 
motivational importance of anticipated benefits is based on personal or observed experience 
of outcomes from prior direct experience with the behavior. Individuals tend to invest 
personal time and resources in activities with a high likelihood of increasing their experience 
of positive outcomes. The motivational importance of perceived benefits of action has been 
supported in the majority of HPM studies (Pender, 1996).
Although indirectly measured by health promotion activities, the perceived benefits of
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health promoting actions by individual nurses was not a variable under study and was not 
measured directly.
Perceived barriers to Action
Anticipated barriers have been shown to affect intentions to engage in a particular 
behavior. These barriers may be imagined or real and are often viewed as blocks, hurdles and 
personal costs of undertaking a particular behavior. The loss of satisfaction from giving up a 
health-damaging behavior such as smoking can constitute a barrier. Although indirectly 
measured by health promotion activities, the perceived barriers of health promoting actions by 
individual nurses were not a variable under study and were not measured.
Perceived Self-efScacv
Self-efiScacy is defined as a belief in one's own ability to perform a behavior. Self- 
efficacy is not concerned with the skill one has but with judgments of what one can do with 
whatever skills one possesses. Prior behavior is defined as having an indirect influence on 
health-promoting behavior through perceptions of self-efficacy. The actual enactment of a 
behavior and its associated feedback is a major source of perceived self-efficacy. Self- 
efficacy is the judgment of personal capability to organize and execute a particular course of 
action (Bandura & Adams, 1977). It has emerged as an important predictor of health 
behaviors. Self-efficacy discriminated successful smoking quitters, effective weight losers, 
effective contraceptive users, and exercise persisters fi"om those not successful in 
implementing these changes in their health behaviors (Stuifbergen & Becker, 1994). Self- 
efficacy was examined in this study using the Self-Rated Abilities for Health Practices Scale.
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Activity-Related Affect
Affective responses to a particular behavior occur prior to, during, and following a 
behavior, based on the stimulus properties of the behavior itself. The responses may be mild, 
moderate, or strong and are stored in memory, and associated with subsequent thoughts of the 
behavior. The resultant feeling state the individual has for an activity determines whether that 
behavior will be repeated again or maintained in the long-term.
Pender proposes there is a relationship between self-efficacy and activity-related affect. 
Positive affective responses during an activity such as exercise serve as a source of efficacy 
information. Activity-related affect is proposed as influencing health behavior through self- 
efficacy and commitment to a plan of action. Although activity-related affect was measured 
indirectly by the Self-Rated Abilities for Health Practices Scale, there was no specific 
instrument used in this study to measure activity-related affect.
Interpersonal Influences
Interpersonal influences are cognitions concerning the behaviors, beliefs or attitudes of 
others such as family, peers, and health care providers. Individuals vary in the extent to 
which they are sensitive to interpersonal influence. These cognitions may or may not 
correspond with reality even though individuals are likely to undertake behaviors for which 
they will be admired and socially reinforced.
In order for interpersonal influences to have an effect, the individual must listen and 
watch the behaviors, wishes, and inputs of others and assimilate them into cognitive 
representations related to given behaviors. Susceptibility to the influence of others varies 
developmentally and is particularly evident in adolescence. In a survey among people in the
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United States who smoked in 1991, 71% reported th ^  tried their first cigarette before the age 
of 19 years (Gold, et. al., 1996). The HPLP-II was used in this study to measure interpersonal 
influences indirectly by health promotion behavior.
Situational Influences
Situational influences facilitate health behavior by presenting an environment that directs 
behavior. A "no smoking" environment creates behavior actions for nonsmoking behavior. A 
company regulation for eye protection enforces a commitment to that particular health action. 
Both of these situations have an influence on health behavior.
It was noted that both hospital sites used in this study restrict smoking to outdoors. In 
addition, the county hospital has seven floors with an elevator system most employees 
describe as, "time consuming"; the elevator usually stops on every floor during day and 
evening hours. This is a situational influence that could deter smoking, especially to those 
nurses who work on the upper floors. Although situational influences are important 
determinants of health behavior, examining or measuring the myriad of possible influences 
for each nurse was not possible in this study. This variable was not examined in this study. 
Commitment to Behavior
A commitment to a plan of action initiates a behavioral event. However, commitment 
alone without associated strategies will oflen result in good intentions but failure to 
accomplish a chosen health behavior. The strategy of contracting is a good example of a 
commitment with a strategy. Contracting consists of making a commitment with the 
understanding that the other party will provide some tangible reward or reinforcement if  the 
commitment is sustained. The housewife who promises to serve weekly refreshments to her
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husband's football guests if he quits smoking is one such example. This strategy is selected 
by this couple to energize and reinforce the desired health behavior according to their own 
preferences and the applicable stage of change. According to Pender, commitment alone 
without associated strategies often results in "good intentions" but failure to perform a valued 
health behavior. Although an important part of the HPM, commitment to a plan of action was 
not a variable examined in this study.
Immediate Competing Demands
Competing demands are those alternate behaviors over which individuals must make a 
choice before doing a health-promoting behavior. A low level of control for an individual 
refers to those environmental contingencies such as woric or family responsibilities whose 
failure to respond may have untoward effects for self or significant others. High level of 
control are those contingencies that do not have untoward effects for self or significant others. 
High level of control contingencies for an individual can still deter a health-promoting 
behavior in favor of the competing behavior if the person is not self-regulating. Watching 
football instead of exercising is an example of giving into a competing preference with a high 
level of control. Competing preferences can be differentiated from barriers such as lack of 
time because competing preferences are defined as last-minute urges based on one's 
preference hierarchy. This variable was not examined in this study.
Health-Promoting Behavior
Health-promoting behavior is the end point or action outcome in the HPM. However, a 
thorough assessment of health, health beliefs, and health behaviors is the foundation for 
tailoring a health-protection-promotion plan to a given client. The HPLP-U, a revision of the
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original instrument, can provide information useful in developing an individualized health- 
promotion plan that identifies lifestyle strengths and resources as well as areas fi)r further 
growth (Pender, 1996).
The HPM is primarily a tool for research. Dozens of research reports have already been 
published that use the HPM and the Health Promoting Lifestyle Profile tool. This model has 
implications for application by emphasizing the importance of individual assessment of the 
factors believed to influence health behavior and health behavior change.
The primary purpose of this descriptive comparative study was to examine the usefulness 
of Pender's Health Promotion Model in explaining the occurrence of health-promoting 
behaviors in nurses who smoke and those who do not.
In this study, not all variables in the revised HPM could be examined due to the practical 
scope of the research and stay within the allotted time fiame. Figure 2. represents those 
variables firom the HPM that were examined in this study. The direct effect of past behavior, 
such as smoking, is proposed in the HPM to have both direct and indirect effects on the 
likelihood of engaging in health-promoting behavior.
With these selected variables identified, the following hypotheses were constructed:
Research Hypotheses
Hypothesis 1. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "health responsibility" of the 
Health-Promoting Life-Style Profile H.






















Influences (family, peers 
Providers); norms, 
support, models
Figure 2. Variables fiom the Health Promotion Model used in this study. (Used with 
permission fiom Pender, N. J. (1996). Health Promotion in Nursing Practice. Stamford, 
Connecticut: Appleton-Lange, p. 67.)
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Hypothesis 2. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "physical activity" of the 
Health-Promoting Life-Style Profile H.
Hypothesis 3. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "nutrition” of the Health- 
Promoting Life-Style Profile H.
Hypothesis 4. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "spiritual growth" of the 
Health-Promoting Life-Style Profile H.
Hypothesis S. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "interpersonal relationships" of 
the Health-Promoting Life-Style Profile H.
Hypothesis 6. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "stress management" of the 
Health-Promoting Life-Style Profile H.
Hypothesis 7. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "exercise" of the Self-Rated
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Abilities for Health Practices Scale.
Hypothesis 8. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "well-being" on the Self-Rated 
Abilities for Health Practices Scale.
Hypothesis 9. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "nutrition" of the Self-Rated 
Abilities for Health Practices Scale.
Hypothesis 10. There is a significant difference in health promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "health practices" of the Self- 
Rated Abilities for Health Practices Scale.
Hypothesis 11. There is a significant difference in health-promoting behavior between 
nurses who smoke and those who do not as measured on the total score of the Health- 
Promoting Life-Style Profile H.
Hypothesis 12. There is a significant difference in health-promoting behavior between 
nurses who smoke and those who do not as measured on the total score of the Self-Rated 
AbiUties for Health Practices Scale.
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Definition of Relevant Terms
Nurse Who Currentlv Smokes
An individual licensed by the Nevada State Board of Nursing to practice as a registered 
nurse that smokes cigarettes, cigars or a pipe.
Nurse Who Never Smoked
An individual licensed by the Nevada State Board of Nursing to practice as a registered 
nurse that never has smoked.
Nurse Who Formerly Smoked
An individual licensed by the Nevada State Board of Nursing to practice as a registered 
nurse that once smoked but presently no longer does smoke.
Prior Related Behavior
One of the variables from the category, "Individual Characteristics and Experiences" of 
the HPM. Prior related behavior is defined as having direct and indirect effects on the 
likelihood of engaging in health-promoting behavior. In this study prior related behavior was 
indicated on a smoking questionnaire as current, former or never smoking.
Personal Factors: Biological. Psychological and Sociocultural
One of the variables finm the category, "Individual Characteristics and Experiences" of 
the HPM. Personal factors include age, gender and race, hi this study nurses indicated on a 
smoking questionnaire these personal factors and th ^  were used in this study to provide 
demogr^hic data only.
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Perceived Self-Efficacv
One of the variables from the category, "Behavior-Specific Cognitions and Affect" of the 
HPM. Self-efGcacy is defined as a belief in one's own ability to perfiitm a behavior. In this 
study self-efScacy was measured using the Self-Rated Abilities for Health Practices Scale. 
Interpersonal Influences
One of the variables from the category, "Behavior-Specific Cognitions and Affect" of the 
HPM. Interpersonal influences are cognitions concerning the behaviors, beliefs or attitudes of 
others such as family, peers, and health care providers. The HPLP-II was used in this study to 
measure interpersonal influences indirectly.
Health-Promoting Behavior
The end point or action outcome variable of the HPM. Health-promoting behavior is 
directed toward sustaining or increasing the individual's level of well-being, self-actualization, 
and personal fulfillment. The HPLP-II and the Self-Rated abilities for Health Practices Scale 
were used in this study to measure health-promoting behavior.
Subscales for Health-Promoting Lifestvle Profile H
Health Resnonsibilitv Subscale I fiom the HPLP-II consisting of nine items concerned 
with paying attention to and accepting responsibility for one's own health, being educated 
about health, and seeking professional assistance when necessary.
Physical Activity Subscale H from the HPLP-II consisting of eight items concerned with 
regular exercise patterns.
Nutrition Subscale HI from the HPLP-H consisting of eight items concerned with healthy 
meal patterns and food choices.
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Spiritual Growth Subscale IV from the HPLP-H consisting of nine items concerned with 
having a sense of purpose and self-awareness.
Interpersonal Relations Subscale V from the HPLP-II consisting of nine items concerned 
with interpersonal support and maintaining close relationships.
Stress Management Subscale VI from the HPLP-H consisting of eight items concerned 
with recognizing stress and acting to control for it.
Subscales for Self-Rated Abilities for Health Practices Scale
Exercise Subscale I from the Self-Rated Abilities for Health Practices Scale consisting 
of eight items concerned with one's belief in the ability to perform regular exercise patterns.
Well-Being Subscale H from the Self-Rated Abilities for Health Practices Scale 
consisting of seven items concerned with the belief in the ability to recognizing stress and act 
to control for it.
Nutrition Subscale DI from the Self-Rated AbUities for Health Practices Scale consisting 
of six items concerned with one's belief in the ability to implement healthy meal patterns and 
food choices.
Health Practices Subscale IV from the Self-Rated Abilities for Health Practices Scale 
consisting of seven items concerned with one's belief in the ability to accept responsibility for 
one's own health, being educated about health, and seeking professional assistance when 
necessary.
Assumptions
1. Nurses will not differ considerably in their reading levels and will understand
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questions ^propriately.
2. Nurses will answer the questions honestly, to the best of their ability, and will not 
falsify any answers.
3. Each nurse will till out only one packet.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
CHAPTER4 
METHODS AND PROCEDURES
The nature of the research questions for this study dictated the use of highly structured 
tools and an appropriate method for collecting the data. Various methods of data collection 
were reviewed keeping in mind the one chosen had to provide meaningful, accurate, and 
trustworthy data that are maximally effective in answering the research questions. The design 
and the implementation of the cost-effective data collection plan used in this study are 
discussed.
Identification of the Research Design
A descriptive comparative design was used in this study with the specific purpose of 
describing the health-promoting lifestyles and self-efficacy for health-promoting behavior 
between nurses who smoke and those who do not. It was noted in the preliminary data 
analysis some marked variations in the group of nurses who once smoked but who had quit 
from those who smoke and those who never smoked. Consequently analyses were done on 
the three groups rather then just smokers and nonsmokers. A posteriori comparison of the 
three groups of nurses was accomplished and categorized; nurses who presently smoke 
(current smokers), nurses who never smoked (never smokers), and nurses who smoked but 
had quit (former smokers).
35
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Nurses were surveyed with three questionnaires to ascertain their smoking status and 
their health-promoting behavior. Mean scores for the total scale on each tool along with their 
subscales were compared between the three groups of nurses along with their demogr^hic 
data.
Description of the Population and Setting
The convenience sample of registered nurses was drawn from two area hospitals, one 
private and one county; one rural and one urban respectively. These two hospitals, 35 miles 
apart, were chosen in order to give a broader representation of the population of nurses in 
southern Nevada.
Criteria for sample selection were as follows: the questionnaires were distributed to all 
registered nurses working in the given hospitals via their mailboxes or charge nurses. All 
questionnaires that were returned were utilized and confidentiality was maintained. The 
returned questionnaires were kept in a locked cabinet. The return rate was 257 (34%) from 
the county hospital and 26 (49%) fiom the private hospital. Although a larger percentage of 
returns came from the private hospital, it was only 9% of the total return and its impact on 
outcome was minimal.
Nurses who stated they had quit smoking were classified as former smokers. No time 
limit was set to define a former smoker, however, the longest period of time for having quit 
smoking was 28 years and the shortest was six months.
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Presentation o f Ethical Considerations
Ethical considerations were ensured in this study by following the UNLV 
(University Nevada, Las Vegas) procedures for research involving human subjects 
protocol. First, approval was obtained firom the Thesis Committee and then the 
Department of Nursing UNLV Human Rights Review Committee. The specific agencies, 
such as hospitals in this particular study, gave approval before this research could be 
accomplished (Appendix VI). The UNLV Office of Sponsored Programs (OSP) was the 
final step in gaining approval. The OSP serves as the central processing unit for all 
information and actions necessary for institutional compliance with federal rules regarding 
the use of human subjects Approval for the study was obtained fiom the Human Subject 
Rights Committee in January, 1997 (Appendix V).
Description of Measurement Methods
Two instruments were used in this study; the Self-Rated Abilities for Health Practices 
Scale (Becker, Stuifoergen, Oh & Hall, 1993) and the Health Promoting Lifestyle Profile n  
(Walker et al., 1987). Both these instruments use the ordinal level of measurement.
These instruments were chosen for this study because the variables measured are the 
most important conceptually to describe the health-promoting component of lifestyle in a 
given population and to explore correlates or determinants of health-promoting lifestyle.
More importantly, these variables have been identified as important explanatory variables in 
prior research (Pender, 1996).
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Health Promoting Lifestvle Profile II
Health Promoting Lifestyle Profile II (Walker, et al, 1987) measures health promoting 
behavior, conceptualized as a multidimensional pattern of self-initiated actions and 
perceptions that serve to maintain or enhance the level of wellness, self-actualization and 
fulfillment of the individual (Appendix IV). The Health Promoting Lifestyle Profile H 
(HPLP-H) is a revised version of the original and measures the likelihood of engaging in 
activities directed toward increasing health and well-being. Since smoking is a self-initiated 
action that decreases the level of wellness, self-actualization and fulfillment of the individual, 
there should be a difference between the three groups of nurses when specific variables from 
the HPM are measured using this tool.
The original Health-Promoting Lifestyle Profile became available in 1987 and has been 
used extensively since that time with over 50 published research articles since 1990. With 
experience and feedback from multiple users, it has been revised to more accurately reflect 
current Uterature and practice and achieve balance among the subscales.
This 52-item summated behavior rating scale employs a 4-point response format to 
measure the frequency of self-reported health-promoting behaviors in the domains of: (a) 
health responsibility, accepting responsibility for one's health and acting accordingly/being 
educated about health, and seeking professional assistance when necessary; (b) physical 
activity, following regular exercise patterns; (c) nutrition, making frxxi choices and patterns/ 
reading labels to identify nutrients; (d) interpersonal relations, maintaining close 
relationships/having a sense of intimacy and closeness; (e) stress management, belief in one's 
ability to recognizing stress and acting to control it; and (f) Self-Actualization (spiritual
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growth), having a sense of purpose and self-awareness.
Cronbach alpha for the total scale HPLP-II has been calculated at .94 and a manuscript 
describing the validity of the revised instrument is in preparation (S. N. Walker, personal 
communication, April, 1997). Cronbach alpha for the total scale for HPLP-H in this study 
was .94 and alphas ranged from .75 to .88 for the subscales.
The score for overall HPLP-II is obtained by calculating a mean of the individual's 
responses to all 52 items; six subscale scores are obtained similarly by calculating a mean of 
the responses to subscale items. The use of means rather than sums o f scale items (as in the 
Self-Rated Abilities for Health Practices Scale) is recommended to retain the 1 to 4 metric of 
item responses and to allow meaningful comparisons of scores across subscales (S. N. 
Walker, personal communication, August 15,1996).
Self-Rated Abilities for Health Practices Scale
Self-Rated Abilities for Health Practices Scale (Becker et al, 1993) measures beliefs 
about one's abilities to perform health-promoting practices in the domains of; (a) exercise, 
self-perceived ability to follow regular exercise patterns; (b) well-being, self-perceived ability 
to be able to recognize stress and act to control it; (c) nutrition, self-perceived ability to make 
healthy food choices/ read labels and identify nutrients; and (d) responsible health practices, 
self-perceived ability to be able to accept responsibilify for one's health and act 
accordingly/be educated about health, and seek professional assistance when necessary. 
(Appendix IV).
Nurses were asked to rate their ability to perform 28 health behaviors on a 5-point scale 
from 0, not at all, to 4, completely. Ratings for the 28 items were summed to yield a total
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score. To determine how nurses who smoke perceive their abilities to perform health- 
promoting behaviors, mean item ratings for each of the 28 items of the Self-Rated Abilities 
scale were examined.
Cronbach alpha for the total scale was .94 and alphas ranged from .81 to .89 for the 
subscales. The authors have written that construct validity was supported by the confirmation 
of expected relationships with other psychological constructs such as scores on the General 
Self-EfQcacy Scale. Further investigations have yielded success in vocational, educational, 
and military settings (Becker, et. al., 1993).
Cronbach alpha for the total scale for Self-Rated Abilities for Health Practices Scale in 
this study was .93 and alphas ranged from .77 to .92 for the subscales.
Description of Data Collection Process
After obtaining permission from each director of nursing to approach the nursing staff 
(Appendix VII), all charge nurses in each unit were approached and told about the study. To 
limit administration variations, the introduction, purpose of the study, and instructions were 
scripted (Appendix I). Packets containing the questionnaires were placed in the mailboxes of 
each nurse in every unit at the county hospital, the charge nurses distributed the packets to 
individual nurses at the private hospital. This could account for the higher response rate at the 
private hospital. A more personal atmosphere was noted with charge nurses communicating 
directly to their nurses and not through mailboxes.
Nurses indicating a desire to be in the study first read consent form (Appendix H) and 
filled out a smoking questionnaire, which also contained demographic data (Appendix IQ).
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Completing and returning the questionnaires indicated consent to be in the study.
The nurses then filled out the instruments Health-Promoting Lifestyle Profile II and the 
Self-Rated Abilities for Health Practices Scale. A blank envelope was included with the 
packet and participants were instructed to place the completed questionnaires in the envelope 
seal it and return it in a designated return box. There was no need to re-contact any nurse. 
Return visits focused on those individual nurses who had not received the questionnaires or 
answer any questions. The return boxes, located in each unit in both hospitals were left in 
place for a total of 30 days.
In similar studies with hospital based convenience sampling, sample sizes ranged from 
315 to 784. The county hospital employs approximately 800 registered nurses and the private 
hospital about 50. To increase the response rate, it was possible to complete all forms 
including the assessment tools at the same time and in less than 15 minutes. An additional 
advantage was the nurse had the option to be completely anonymous to ensure a more candid 
response. Multiple visits by the data collector to individual units in the hospitals to illustrate 
the importance of completing the self-administered questionnaires was also accomplished to 
increase the response rate. However, to avoid situational contamination of the study, these 
additional visits were limited to a maximum of three per unit.
Power analysis represents a method for reducing the risk of a Type H error (failure to 
reject the null hypothesis when it is false). In a two-group mean-difference situation with 
alpha set at .05, the estimated sample size needed for an effect size of .40 and a power of .80 
is 98 subjects per group. Lowering the effect size to below average at .30, alpha set at .05 and 
a power of .80, would increase the needed sample size to 174 subjects per group. Since the
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return rate for nurses who did not smoke was four times that of nurses who did smoke, the 
power for nonsmoking nurses was greater than .80 and the power was less than .60 for 
smoking nurses.
Seven hundred and fifty questionnaires were distributed to the nursing staff using their 
mailboxes at the county hospital and their director of nursing distributed fifty-three 
questionnaires at the private rural hospital. Approximately SO administrative and transport 
nurses were missed because they did not have easily accessible mailboxes. The total usable 
number of returned questionnaires fiom the county hospital was 257 and 26 fiom the private 
hospital. The total response rate for both hospitals was approximately 35%. Three returned 
questionnaires were discarded as all had the same response marked for all items and two were 
incomplete. The third had sexually explicit language written at regular intervals but was 
complete. All discarded questionnaires came from the county hospital.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
CHAPTERS
RESULTS
This chapter deals with the analysis of the data collected and the presentation of results. 
Included in this chuter are the responses of registered nurses to both questionnaires from 
both hospitals and a comparison of the different groups of nurses.
Sample Demographics
The demographic data of the nurse respondents are presented in Tables 1-2 (Appendix 
DC). The respondents were comprised of 25 (9%) males and 258 (91%) females (283 total). 
The majority of nurses, 184 (65%) were married. Single and divorced nurses were even at 48 
(17%) in each group. Only 3 (1%) of the respondents were widowed; all were women. The 
majority of respondents were between the ages of thirty and frfty-frve.
The respondents race indicated 219 (78%) were white, 6 (2%) were black, 4 (2%) were 
Hispanic, 46 (16%) were Asian, and 2 (1%) were American Indian. Three nurses (1%) 
selected "other" on the questionnaire for race (Table 1).
The nurse respondents were employed in various departments; 57 (20%) emergency 
departments, 93 (33%) critical care and intensive care units, 3 (1%) nursing administration, 9 
(3%) pediatrics, 20 (7%) nursery/obstetrics, 85 (30%) medical surgical, and 17 (6%) 
operating/recovery room (Table 2).
43
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It is difficult to accurately compare the percentage of returns coming from individual 
departments due to the large number of per diem staff employed by the county hospital (over 
200 nurses). However, with an average of 10 per diem nurses per unit at the county hospital 
and an accurate number of full-time nurses per unit, a good estimation can be obtained.
The response rate per department was as follows; 57 of 88 (65%) emergency 
departments, 93 of 269 (35%) critical care and intensive care units, 3 of 35 (8.5%) nursing 
administration, 9 of 24 (38%) pediatrics, 20 of 84 (24%) nursery/obstetrics, 85 of 229 (37%) 
medical surgical, and 17 of 94 (18%) operating/recovery room.
Educational level of the nurses was comprised as follows; 112 (40%) associate degree 
(AD), 33 (12%) diploma nurses, 116 (41%) bachelor of science in nursing (BSN), 17 (6%) 
had a master of science in nursing (MSN), and 1 (.4%) had a doctor of philosophy (PhJD.).
It is difficult to say if the sample in this study is representative of registered nurses in the 
state of Nevada. The State Board of Nursing no longer keeps demographic data and has not 
done so for years. A review of similar hospital studies shows a wide distribution of 
demographic variables. However, of the 283 respondents from both hospitals, 51 (18%) 
reported being current smokers, 74 (26%) former smokers, and 158 (56%) never smokers. 
This compares closely with several hospital studies done in the 1980’s and 1990’s. In these 
former studies, 18-24% were current smokers, 22-28% were former smokers, and 52-58% 
were never smokers (Gritz & Kanim, 1985; Feldman & Richard, 1986; Becker, et al., 1986; 
Dore & Hoey, 1988 and Nelson et. Al., 1994). In a separate analysis of the 26 respondents 
from the private, rural hospital, 8 (30%) were current smokers, 9 (35%) were former smokers, 
and only 9 (35%) were never smokers.
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Description of Data Analysis Procedures
All data were analyzed through the utilization of the Statistical Package for the Social 
Sciences computer program system. Since there were ten subscales between the tools, 
multivariate analysis of variance (MANOVA) was the initial statistical choice to interpret 
differences among group means. Three general advantages of a MANOVA, rather than 
multiple univariate analyses are: (1) to keep alpha at a predicted level; (2) to increase 
statistical power; and (3) ease in computation and interpretation. Conducting one overall 
analysis protects against type I errors. If the outcome measures are not correlated, however, 
there is no advantage to conducting a MANOVA (Munro, & Page, 1993). Pearson correlation 
was accomplished to ensure the subscales were correlated (Table 27).
Due to the large number of dependent variables in this study, a larger sample size was 
needed than obtained to maintain a given level of power. For «cample, two groups with an 
alpha of .05, power of .80, and moderate effect size, 64 subjects are needed in each group 
when there is just one dependent variable. With two dependent variables, 80 subjects are 
required in each group (Munro, & Page, 1993). A MANOVA was accomplished taking this 
problem into account (Table 28).
If the MANOVA is significant, as was the case in this study, it is important to determine 
where the differences lie. Do the different groups of nurses differ on all the dependent 
variables or only one? Many investigators have conducted univariate analyses following a 
multivariate significant result. In other words, an ANOVA (Analysis of Variance) is
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conducted for each dependent variable. According to Munro and Page (1993) the danger of 
Type I error is decreased or “protected” when a significant MANOVA is found and separate 
ANOVAs on the dependent variables are conducted (Munro, & Page, 1993).
With this in mind, significant differences between the subgroups of nurses were 
determined using one-way ANOVA on the results of the subscales of HPLP-II and Self Rated 
Abilities for Health Practices Scale. ANOVA allows testing of the difference between two or 
more means at a time. Assumptions for the ANOVA include; the samples were randomly and 
independently selected, normal distribution of the dependent variable, and variances are equal 
for all treatment groups (Munro, & Page, 1993). The assumptions for ANOVA were not met 
completely in this study. This was a convenience sample.
A one-way ANOVA was computed to compare the means of the groups of nurses with 
each one of the subscales from both tools. This was first compared at three levels, current 
smokers, former smokers and never smokers; then at two levels, nonsmoking and smoking 
nurses. Post hoc test Scheffe was used to identify which means from the three group analyses 
differed fi'om each other after a significant F test was obtained. The Scheffe method was the 
preferred method in this study because it is quite stringent and can be used with groups that 
are not equal in size (Munro, & Page, 1993).
The Levene test was used to check for homogeneity of variance in all subscales and this 
test indicated the differences among the groups in terms of variance was not significant. This 
supported the position the variances within the groups were fairly equal. The subscales with 
item numbers for both tools are presented in Appendix VIH.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
47
Presentation of Results of Hypotheses Testing
To provide clarity for the reader, the results of this study have the following format: 
statement of the hypothesis, report of analyses of data between the three groups of nurses and 
the two groups of nurses, and retention or rejection of the null hypothesis. Retention or 
rejection of the null hypothesis was based on the original hypotheses between two groups of 
nurses; nurses who smoke and nurses who do not.
Hypothesis 1. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "health responsibility" of the 
Health-Promoting Life-Style Profile H.
The subscale health responsibility showed significant differences between current 
smoking nurses and both former and never smoking nurses (Table 3, Appendix IX). The two 
groups of nurses who do not smoke scored higher. An F = 5.4646 (dfi=2) was obtained with a 
probability of .0047. Post hoc test Scheffe supported that the never smokers and former 
smokers are different from current smokers at a significance level of .05. Two group analysis 
comparing smokers to nonsmokers gave an F of 10.9697 (df=l) with a probability of .0011 
(Table 4).
The null hypothesis is rejected. Statistical analysis indicated there was a significant 
difference in health-promotion behavior between nurses who smoke and those who do not in 
the domain of health responsibility as measured on the subscale "health responsibility" of the 
Health-Promoting Life-Style Profile II.
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Hypothesis 2. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "physical activity" of the 
Health-Promoting Life-Style Profile H.
The subscale physical activity showed significant differences between current smoking 
nurses and former smoking nurses (Table 5, Appendix DQ. The two groups of nurses who do 
not smoke scored higher. An F = 3.4209 (dfi=2) was obtained with a probability of .0341. 
Post hoc test Scheffe supported that the former smokers are different fi'om current smokers at 
a significance level of .05. However, two group analysis comparing smokers to nonsmokers 
gave an F = 3.0059 (df=l) test with a probability of .0841 (Table 6).
The null hypothesis is retained. Statistical analysis indicated there was no significant 
differences in health-promotion behavior between nurses who smoke and those who do not in 
the domain of physical activity as measured on the subscale "physical activity" of the Health- 
Promoting Life-Style Profile n.
Hypothesis 3. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "nutrition" of the Health- 
Promoting Life-Style Profile n.
The subscale nutrition showed no significant differences between current, former and 
never smoking nurses (Table 7, Appendix IX). There are no significant differences between 
the three groups. An F = 2.7996 (df=2) was obtained with a probability of .0626. However, 
two group analysis comparing smokers to nonsmokers gave an F = 4.9103 (df=l) with a 
probability of .0275 (Table 8).
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The null hypothesis is rejected. Statistical analysis indicated there was a significant 
difference in health-promotion behavior between nurses who smoke and those who do not in 
the domain of nutrition as measured on the subscale "nutrition" of the Health-Promoting Life- 
Style Profile H.
Hypothesis 4. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "spiritual growth" of the 
Health-Promoting Life-Style Profile H.
The subscale spiritual growth showed significant differences between current smoking 
nurses and former smoking nurses (Table 9, Appendix IX). One can see the two groups of 
nurses who do not smoke scored higher. An F = 4.5201 (dfi=2) was obtained with a 
probability of .0118. Post hoc test Scheffe supported that former smokers are different firom 
current smokers at a significance level of .05. Two group analysis comparing smokers to 
nonsmokers gave an F = 7.7384 (df=l) with a probability of .0058 (Table 10).
The null hypothesis is rejected. Statistical analysis indicated there was a significant 
difference in health-promotion behavior between nurses who smoke and those who do not in 
the domain of spiritual growth as measured on the subscale "spiritual growth" of the Health- 
Promoting Life-Style Profile H.
Hypothesis 5. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "interpersonal relationships" of 
the Health-Promoting Life-Style Profile H.
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The subscale interpersonal relationships showed no significant differences between 
current, former and never smoking nurses (Table 11, Appendix IX). The mean scores for 
currently smoking nurses is lower than for the other two groups of nurses in this subscale. 
However, there are no significant differences between the groups. An F = .7112 (df=2) was 
obtained with a probability of .4920. Two group analysis comparing smokers to nonsmokers 
gave an F = 1.1273 (df=l) with a probability of .2893 (Table 12).
The null hypothesis is retained. Statistical analysis indicated there was no significant 
difference in health-promotion behavior between nurses who smoke and those who do not in 
the domain of interpersonal relationships as measured on the subscale "interpersonal 
relationships" of the Health-Promoting Life-Style Profile H.
Hypothesis 6. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "stress management" o f the 
Health-Promoting Life-Style Profile H.
The subscale stress management showed no significant differences between current, 
former and never smoking nurses (Table 13, Appendix IX). The mean scores for currently 
smoking nurses is lower than for the other two groups of nurses in this subscale. However, 
there are no significant differences between the groups. An F = 2.3406 (dfi=2) was obtained 
with a probability of .0983. Two group analysis comparing smokers to nonsmokers gave an F 
= 1.1545 (dfi=l) with a probability of .2836 (Table 14).
The null hypothesis is retained. Statistical analysis indicated there was no significant 
difference in health-promotion behavior between nurses who smoke and those who do not in
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the domain of stress management as measured on the subscale "stress management" of the 
Health-Promoting Life-Style Profile H.
Hypothesis 7. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "exercise" of the Self-Rated 
Abilities for Health Practices Scale.
The subscale exercise showed significant differences between current smoking nurses 
and never smoking nurses (Table 15, Appendix IX). The two groups of nurses who do not 
smoke scored higher. An F = 4.3402 (df=2) was obtained with a probability of .0140. Post 
hoc test Scheffe supported that never smokers are different from current smokers at a 
significance level of .05. Two group analysis comparing smokers to nonsmokers gave an F = 
8.6156 (df=l) with a probability of .0036 (Table 16).
The null hypothesis is rejected. Statistical analysis indicated there was a significant 
difference in health-promotion behavior between nurses who smoke and those who do not in 
the domain of exercise as measured on the subscale "exercise" of the Self-Rated Abilities for 
Health Practices Scale.
Hypothesis 8. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "well-being" on the SelfrRated 
Abilities for Health Practices Scale.
The subscale well-being showed no significant differences between current, former and 
never smoking nurses (Table 17, Appendix IX). The mean scores for currently smoking
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nurses is lower than the other two groups of nurses in this subscale. However, there is no 
significant differences between the groups. An F = 1.2258 (df=2) was obtained with a 
probability of .2952. Two group analysis comparing smokers to nonsmokers gave an F = 
2.4280 (df=l) with a probability of .1204 (Table 18).
The null hypothesis is retained. Statistical analysis indicated there was no significant 
difference in health-promotion behavior between nurses who smoke and those who do not in 
the domain of well-being as measured on the subscale "well-being" of the Self-Rated Abilities 
for Health Practices Scale.
Hypothesis 9. There is a significant difference in health-promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "nutrition" of the Self-Rated 
Abilities for Health Practices Scale.
The subscale nutrition showed significant differences between current smoking nurses 
and never smoking nurses (Table 19, Appendix IX). The two groups of nurses who do not 
smoke scored higher. An F = 5.4620 (dfi=2) was obtained with a probability of .0047. Post 
hoc test Scheffe supported that never smokers are significantly different from current smokers 
at a significance level of .05. Two group analysis comparing smokers to nonsmokers gave an 
F = 9.4100 (df=l) with a probability of .0024 (Table 20).
The null hypothesis is rejected. Statistical analysis indicated there was a significant 
difference in health-promotion behavior between nurses who smoke and those who do not in 
the domain of nutrition as measured on the subscale "nutrition" of the Self-Rated Abilities for 
Health Practices Scale.
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Hypothesis 10. There is a significant difference in health promoting behavior between nurses 
who smoke and those who do not as measured on the subscale "health practices" of the Self- 
Rated Abilities for Health Practices Scale.
The subscale health practices showed significant differences between current smoking 
nurses and both former and never smoking nurses (Table 21, Appendix DC). The two groups 
of nurses who do not smoke scored higher. An F = 4.5628 (df=2) was obtained with a 
probability of .0113. Post hoc test Scheffe supported former smokers and never smokers are 
different from current smokers at a significance level of .05. Two group analysis comparing 
smokers to nonsmokers gave an F = 9.1527 (df=l) with a probability of .0027 (Table 22).
The null hypothesis is rejected. Statistical analysis indicated there was a significant 
difference in health-promotion behavior between nurses who smoke and those who do not in 
the domain of health practices as measured on the subscale "health practices" of the Self- 
Rated Abilities for Health Practices Scale.
Hypothesis 11. There is a significant difference in health-promoting behavior between 
nurses who smoke and those who do not as measured on the total score of the Health- 
Promoting Life-Style Profile H.
The total score of the Health-Promoting Life-Style Profile II showed significant 
differences between current smoking nurses and former smoking nurses (Table 23, Appendix 
IX). The two groups of nurses who do not smoke scored higher. An F = 4.0085 (dfi=2) was 
obtained with a probability of .0193. Post hoc test Scheffe supported that the former smokers
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are different from current smokers at a significance level of .05. Two group analysis 
comparing smokers to nonsmokers gave an F =4.7708 (df=l) with a probability of .0299 
(Table 24).
The null hypothesis is rejected. Statistical analysis indicated there was a significant 
difference in health-promotion behavior between nurses who smoke and those who do not on 
the total score of the Health-Promoting Life-Style Profile H.
Hypothesis 12. There is a significant difference in health-promoting behavior between 
nurses who smoke and those who do not as measured on the total score of the Self-Rated 
Abilities for Health Practices Scale.
The total score of the Self-Rated Abilities for Health Practices Scale showed significant 
differences between current smoking nurses and never smoking nurses (Table 25, Appendix 
DC). The two groups of nurses who do not smoke scored higher. An F = 5.1240 (dfr=2) was 
obtained with a probability of .0065. Post hoc test Scheffe supported that never smokers are 
significantly different from current smokers at a significance level of .05. Two group analysis 
comparing smokers to nonsmokers gave an F = 10.0483 (df=l) with a probability of .0017 
(Table 26).
The null hypothesis is rejected. Statistical analysis indicated there was a significant 
difference in health-promotion behavior between nurses who smoke and those who do not on 
the total score of the Self-Rated Abilities for Health Practices Scale.
The sample of 283 nurses fix>m two hospitals divided into three groups consisted of 51 
(18%) current smokers, 74 (26%) former smokers, and 158 (56%) never smokers. Divided
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into two groups the sample consisted of 51 (18%) current smokers and 232 (82%) 
nonsmokers. Three-group analysis revealed current smokers differed from former and/or 
never smokers in eight of the twelve hypotheses tested. Two-group analysis also revealed 
smokers differed from nonsmokers in eight of the twelve hypotheses tested. However, the 
null hypothesis was rejected in the HPLP-II subscale "physical activity" in the three-group 
analysis but not in two-group analysis. The null hypothesis was retained in the HPLP-H 
subscale "nutrition" in the three-group analysis but not in the two-group analysis.
Three-group analysis resulted in rejection of the null hypothesis in hypotheses 1,2,4, 7, 
9, 10, 11, and 12. Two-group analysis resulted in rejection of the null hypothesis in 
hypotheses 1, 3, 4, 7, 9, 10,11, and 12. All groups retained the null hypothesis in hypotheses 
5, 6, and 8.
The tools with their subscales measured health promotion behavior and also perceived 
self-efGcacy in health promotion behavior. With these tools the prior related behavior of 
smoking was related to health-promoting behavior. The Health Promotion Model is an 
excellent paradigm for explaining and predicting the health-promotion component of lifestyle.
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DISCUSSION
A descriptive comparative study was conducted. The purpose of the study was to 
examine the health-promoting components of life-style in the nonsmoking nurse population as 
compared to the smoking nurse population. A second purpose was to examine how nurses 
who smoke perceive their own abilities to perform health practices as compared to nurses who 
do not smoke. In addition, the health-promoting components of life-style in nurses who had 
quit smoking and how they perceive their abilities to perform health practices was also 
compared to nurses who never smoked and those who currently smoke.
Presentation of Major Findings and Conclusions
Although accomplishing two ANOVAs on each subscale added to the workload in this 
study, the findings are more meaningful and clearer than if a two-group analysis were 
accomplished alone. The subscales physical activity and spiritual growth of the HPLP-II, 
showed significant differences between current smoking nurses and former smoking nurses in 
the three group analyses. In the two-group analysis there were no significant differences and 
the null hypothesis had to be retained. One can not help but wonder what is different about 
former smokers as compared to current and never smokers in these two subscales?
56
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The subscales health responsibility of the HPLP-H and health practices of the Self-Rated 
Abilities for Health Practices showed significant difference between current smokers and both 
former and never smokers. There were no significant differences between the groups in the 
subscales stress management, interpersonal relationships and well-being.
Dividing the nurses into two groups, smoking and nonsmoking, there was a significant 
difference between the two groups in nutritional behavior of the HPLP-II. However, in the 
three-group analysis there were no significant differences in nutritional behavior. A look at 
the mean scores explains this as scores progressively become higher fix>m current to former 
then to never smokers (Table 7). When dividing the nurses into two groups, there is a 
significant difference (Table 8).
These differences in analyses tq)pear to support the concept of three groups of smoking 
behavior among nurses with three separate groups of health patterns. In other words, there 
appears to be a health pattern for nurses who currently smoke, nurses who once smoked but 
then quit, and those nurses who have never smoked.
Comparing total scores on the HPLP-II, former smokers were significantly different from 
current smokers but not the never smoking group. Comparing total scores on the Self-Rated 
Abilities for Health Practices Scale, never smokers were significantly different from current 
smokers but not the former smoking group. Never smoking nurses were significantly 
different fix)m current smokers in all the subscales of the Self-Rated Abilities for Health 
Practices Scale except for the subscale well-being. Again, there were no differences between 
groups in the subscale well-being.
Findings fi:om this study indicate health behavior is significantly different between nurses
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who smoke and those who do not. hi addition, nurses who smoke perceive their ability to 
perform health practices differently as compared to nurses who do not smoke. These 
differences indicate that nurses who smoke score significantly lower on lifestyle and self- 
efficacy variables as measured in this study.
Findings from this study support the Health Promotion Model regarding health-promoting 
behavior of nurses who smoke. Specifically, prior related behavior was supported as having a 
strong influence in shaping variables related to behavioral-specific cognitions and affect 
(Figure 2, perceived self-efficacy and interpersonal influences). Most importantly, nurses 
who smoke have behavior-specific cognitions and affect that can be measured and are 
different from nurses who do not smoke.
From this study, the prior related behavior of smoking in a population who should be 
aware of smoking related health consequences, statistically demonstrated health practice 
behavior that was different from nurses who do not smoke. The HPM predicted the subscales 
of health responsibility and health practices would show a significant difference between 
these two groups of nurses because smoking by itself is a detrimental or negative health 
behavior. This was supported by the findings.
It was interesting to note the former smoking nursing group scored significantly higher 
on the subscales physical activity and spiritual growth than either current smokers or never 
smokers. Perii^s this group stopped the addictive behavior of smoking with a positive health 
behavior change that hinged on physical activity. It is difficult to sort out the health benefits 
solely from physical activity, because engaging in regular physical activity may trigger other 
health behaviors such as changes in dietary and smoking habits and adoption of more
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effective methods of coping with stress. It has been shown that those who are physically 
active report less involvement in other health-compromising behaviors such as smoking and 
drinking (Pender, 1996).
Many former smokers report the number one reason for quitting was, "harmful physical 
effects" (Feldman & Richard, 1986). Did former smokers quit the cigarette habit because 
they noticed they became short of breath or "short-winded" whenever they engaged in any 
form of physical activity? If this is true then the relationship between physical activity and 
former smokers in this study may be «cplained by this alone.
The subscale spiritual growth or self-actualization, measures having a sense of purpose 
and self-awareness. Former smoking nurses scored significantly higher than current or never 
smokers on this subscale. Could it be possible that overcoming the addiction of smoking 
increases self-actualization? Getting rid of the cigarette habit alone could make one "Feel I 
am growing and changing in positive ways" and "Wodc toward long-term goals in my life" 
(Appendix VIII).
Perceived self-efficacy has been shown to influence analytical thinking and problem 
solving. A person with high self-efficacy will develop more effective strategies than a person 
who feels less efficacious. They will learn more from feedback and translate performance 
feedback into subsequent improved performance. Enhancement of self-efficacy produces 
greater effort in goal-related tasks, which, in turn, leads to higher performance. A positive 
cycle of enhanced self-efficacy leading to high goals, leading to high performance, leading to 
higher self-efficacy is established (Strecher, et. al., 1995).
Self-efficacy was supported as an important variable in the health promotion model. The
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subscale nutrition from the HPLP-H showed there was no significant differences among the 
three groups of nurses. However, the Self-Rated Abilities for Health Practices Scale showed 
that current smokers scored significantly lower than never smokers in the area of nutrition. 
Although current smokers probably knew about proper food choices and patterns, they did not 
believe in their ability to perform the behavior of making proper food choices and patterns.
The overall scores on both tools demonstrated significant differences between current 
smokers and former smokers as in the HPLP-II, and current smokers and never smokers in the 
Self-Rated Abilities for Health Practices Scale. The never smoking group appears to have 
greater self-efficacy than the former smoking group and certainly more than the current 
smoking group. The never smoking group consistently had higher scored means on the Self- 
Rated Abilities for Health Practices Scale than the other two groups. The former smoking 
group did score higher on the subscale health practices (Self-Rated Abilities for Health 
Practices Scale), but not by much (Table 21).
A very important aspect of this study was the related subscales of stress management and 
well-being and the subscale interpersonal relations. Prior research in these areas indicated 
conflicting results as to whether or not these variables play a major role as to the reason why 
so many nurses smoke (chapter two). Although many studies try to implicate stress and 
interpersonal relationships as important reasons why nurses smoke, this study supports 
previous research that indicates stress and interpersonal relations are not the important 
variables once thought of as being linked to smoking.
Findings fix)m this study support the relationship of prior related behavior having a strong 
influence in shaping variables related to behavioral-specific cognitions and affect. However,
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it can be easily argued that it is behavioral-specific cognitions and affect that shape behavior. 
As with goal setting and self efficacy, a positive cycle of enhanced behavioral-specific 
cognitions and affect leading to shaping variables, leading to higher self-efficacy, leading to 
higher behavioral-specific cognitions and affect can also be established. This study supports 
the contention that nurses who smoke have different behavioral-specific cognitions and affect 
than those who do not.
The Self-Rated Abilities for Health Practices Scale was designed to measure one's 
perception of one's ability to perform health-promoting behavior. Nurses who smoke 
perceive themselves as less able to perform health-promoting behavior. However, it can be 
argued the Self-Rated Abilities for Health Practices Scale measures willingness to carry out 
the behavior, rather than one's self-efficacy (Becker, et. al., 1993). Self-Rated Abilities for 
Health Practices Scale may not be measuring self-efficacy as much as motivation in a 
particular individual. One may argue as to the accuracy of the validity studies showing it is 
self-efficacy that is being measured. However, the fact remains that whatever is being 
measured, nurses who smoke are significantly different from nurses who do not smoke.
Identification of Limitations
Methodological limitations to this study included the following. The sample is 
fi’om two hospitals in one southwestern state and limits the ability to generalize findings to the 
whole population of registered nurses in America. In addition, the state of Nevada has the 
dubious distinction of having a very high smoking rate. One study ranks Nevada fourth in the 
nation for smoking, (Stroud, 1997) another cites Nevada as having the highest prevalence rate
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of "current smoking" (Calder, DeJan, Gaillard, Kwalick, and Stuke, 1994). Not only could 
this have an effect on the return rate, but also the health patterns of nurses may be different 
from the rest o f the country.
An inherent major weakness of the survey design is the reliance on respondents' self- 
reports, which may be selective or incorrect. Questioimaires were handed out to all nurses 
employed by both hospitals but the response may have been fi'om only nurses with deep 
feelings about smoking and the data are not inclusive o f all nurses at the two hospitals.
The sample size of nurses who smoke is small, especially when compared to the sample 
size of nurses who do not smoke. Although this was an expected result, the small sample size 
of nurses who smoke may diminish the external validity or decrease the ability to generalize 
to the non-study population.
Discussion of the Implications for Nursing
Findings fix)m this study were consistent with the limited research regarding health- 
promoting behaviors of nurses who smoke. In particular, findings firom the ANOVAs support 
the power of behavior-specific cognitions and affect in explaining variance in health 
promoting behaviors. The strength of behavior-specific cognitions and affect, most 
importantly perceived self-efGcacy as measured in this study, has important implications for 
health care providers. Unlike demogrjq>hic variables that are assumed to be relatively fixed, 
behavior-specific cognitions and affect may be amenable to change. The possibility exists 
that if perceived self-efficacy were altered, the reported frequency of engaging in health- 
promoting behaviors might also be altered.
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Recommendations for Further Research
Replication of this study with a larger sample is needed because small sized sample 
groups make it difficult to generalize to the population. Ideally, these larger samples should 
take place in several different states throughout the country since smoking rates are different 
firom state to state.
Replication of the study using random sampling techniques to control for the influence 
of extraneous variables is also needed. Extraneous variables significantly influence responses 
of participants and controlling these variables will help explain the relationship between the 
research variables in question.
Rigorous measures of behavior-specific cognitions and affect need to be developed if 
they do not already exist. Research that develops and tests new measurement and assessment 
tools for health beliefs and health behaviors is very important if we are going decrease the 
number of deaths due to unhealthy lifestyles.
The educational setting and the woricsite represent prime areas for controlled study and 
intervention. Continued, if not more emphasis, needs to be placed in nursing curricula on 
prevention, patient teaching, and preparing students for the nurse practice role. Curricula 
need to specifically target teaching related to smoking. The HPM is an excellent model for 
demonstrating lifestyle behavior and its relationship to illness. A study as to whether 
curricula with greater emphasis on health promoting behavior has a more favorable outcome 
on smoking behavior is needed.
The design, implementation, and continuance of workplace health promotion programs 
must be based on knowledge of factors influencing the adoption of healthy lifestyles by
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employees. The HPM is an scellent model for demonstrating lifestyle behavior and its 
relationship to illness and absenteeism. Wddcplace programs must be structured to help 
enrolled employees maintain original commitments to program participation and lifestyle 
change if health improvements as well as reductions in absenteeism and health care costs are 
to be realized by the employer. Studies to evaluate emphasis on health-promoting behavior 
among working adults and its relation to illness and injury is needed.
Nurse educators and employee managers should actively lobby for broad antismoking 
programs in their institutions and the institutions with which they afBliate. Further study of 
interventions using the HPM to assist nurses to stop smoking and maintain cessation is 
indicated.
In summary, the Health Promotion Model, which proposes that the likelihood of 
engaging in health-promoting behavior is related to behavior-specific cognitions and afiect as 
well as individual characteristics and experiences, appears to be applicable to nurses who 
smoke. Subscales most specific to health practices had the greatest power for predicting 
health-promoting behaviors in this sample. If behavior-specific cognitions and affect are 
really predictive of health-promoting behaviors, then more studies of interventions aimed at 
enhancing health-promoting lifestyles should be accomplished. Additional research is needed 
to determine if behavior-specific cognitions and affect serve as a mediator between 
knowledge of health practices and the practice of heath-promoting behavior.




Hello! My name is John Yuhos and I am a graduate-nursing student at UNLV. In order to 
graduate I need to complete a thesis and need your help. I am reading this to you in order to 
say the same thing to every charge nurse to limit any administrative variation in this study. I 
am studying health behavior among smoking and nonsmoking nurses. The questionnaires in 
the packet are designed to provide such information in this area.
The purpose of this study is to examine the usefulness of Pender's Health Promotion Model in 
explaining the occurrence of health-promoting behaviors in nurses. A second purpose is to 
examine how nurses perceive their own abilities to perform health practices.
Answers will go into a large pool of data and remain confidential. Please remind nurses not 
to place their names on the questionnaires. The box to insert the completed questionnaires 
will be located in their lounge. The director of nursing has given permission for all nurses to 
fill out the questioimaires while on duty as long as it doesn't interfere with patient care. Your 
help in encouraging their voluntary participation will be appreciated. Again thanks. Any 
questions?





I am a graduate nursing student at the University of Nevada Las Vegas, studying health behavior 
among smoking and nonsmoking nurses. The attached questionnaires are designed to provide 
such information.
The purpose of this study is to examine the usefulness of Pender’s Health Promotion Model in 
explaining the occurrence of health-promoting behaviors in nurses. A second purpose is to 
examine how nurses perceive their own abilities to perform health practices.
Your answers will go into a large pool of data and remain confidential. Please do not place your 
name on the questioimaires. Your privacy will be secured, and I hope that you will feel 
comfortable answering truthfully.
The questionnaires should only take about 5 - 1 0  minutes to complete. There are no right or 
wrong answers. When your are finished filling it out, simply fold it once and place it in the 
designated box.
If you have any questions about this study, you may call the researcher at University Medical 
Center, Emergency Department, 383-2211. If you have any questions regarding your rights as a 
participant in this study, you may contact the UNLV Human Rights Review Committee at 895- 
1357. The return of the questionnaires will imply your consent to participate in this research 
project.
Upon completion of the study, the results will be available to you through your education 
coordinator. Your participation is extremely important to me, and will be very much 
appreciated.
Sincerely,
John Yuhos, RJ^. 
Graduate Student
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APPENDIX in  
Nurses Smoking Ouestionnaire
1. Please check Gender, M arital Status as o f now, and Age;
Male Single 20-25 40-45 60-65
Female M arried 26-29 46-49 66-69
Divorced 30-35 50-55 70-75
W idowed 36-39 56-59 76-79
2. Ethnic background - please check, along with height and weight.
White Present height __
Black
Hispanic Present w eight __
Asian- Pacific Islander
American Indian or Alaskan Native
Other
3. What unit o f the hospital do you work in? __________________
How long have you worked in this area o f the hospital? 
How long have you lived in Las Vegas? ___________
4. Highest level of education? _____________ Presently enrolled ______
5. Do you rotate shifts? YES NO . If YES, how many times a year? ____
6. Have you ever been a smoker? YES NO . If NO go to next page.
7. Are you currently a smoker? YES NO




8. What brand do you smoke?  (Filter / Non filter ).
9. How many cigarettes, cigars, or pipefuls do you smoke per day? _________
10. How many years did you smoke or have smoked?    ■ --------- -
11. Did you smoke before going to nursing school? YES NO
12. Number o f years quit smoking i f  you have quit _______
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LIFESTYLE PROFILE H
Directions: This questionnaire contains statements about your present way of life or personal 
habits. Please respond to each item as accurately as possible, and try not to skip any item. 
Indicate the fiequency with which you engage in each behavior by circling: N for NEVER, S for 





1. Discuss my problems and concerns with people 
close to me.
2. Choose a diet low in fat, saturated fat, and 
cholesterol.
3. Report any imusual signs or symptoms to a
physician or health professional.
4. Follow a planned exercise program.
5. Get enough sleep.
6. Feel I am growing and changing in positive ways.
7. Praise other people easily for their achievements.
8. Limit use of sugars and food containing 
sugar (sweets).
9. Read or watch TV programs about improving 
health.
N S O R 
N S O R
N S o R
N S o R
N s o R
N s 0 R
N s o R
N S O R
N S O R
10. Exercise vigorously for 20 or more minutes at least 
three times a week (such as brisk walking, bicycling, 
aerobic dancing, using a stair climber)
11. Take some time for relaxation each day.
12. Believe that my life has purpose
N S o R
N S o R
N s 0 R
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N S O R
14. Eat 6-11 servings of bread, cereal, rice and pasta
each day. N S o R
15. Question health professionals in order to under­
stand their instructions. N s o R
16. Take part in light to moderate physical activity 
(such as sustained walking 30-40 minutes 5 or
more times a week). N s o R
17. Accept those things in my life which I can not
change. N s o R
18. Look forward to the future. N s 0 R
19. Spend time with close fiiends. N s 0 R
20. Eat 2-4 servings of fruit each day. N s 0 R
21. Get a second opinion when I question my health
care provider's advice. N s o R
22. Take part in leisure-time (recreational) physical
activities (such as swimming, dancing, bicycling). N s 0 R
23. Concentrate on pleasant thoughts at bedtime. N s 0 R
24. Feel content and at peace with myself. N s o R
25. Find it easy to show concern, love and warmth to
others. N s o R
26. Eat 3-5 servings of vegetables each day. N s o R
27. Discuss my health concerns with health pro­
fessionals. N s o R
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28. Do stretching exercises at least 3 times per week.
29. Use specific methods to control my stress.
30. Work toward long-term goals in my life.
31. Touch and am touched by people I care about.
32. Eat 2-3 servings of milk, yogurt or cheese each 
day.
33. Inspect my body at least monthly for physical 
changes/danger signs.
34. Get exercise during usual daily activities (such as 
walking during lunch, using stairs instead of 





N S O R
N S O R
N s O R
N s O R
N S O R 
N S O R
walking. N S o R
35. Balance time between work and play. N S o R
36. Find each day interesting and challenging. N s o R
37. Find ways to meet my needs for intimacy. N s o R
38. Eat only 2-3 servings from the meat, poultry, fish.
dried beans, eggs, and nuts group each day. N s o R
39. Ask for information from health professionals
about how to take good care of myself. N s o R
40. Check my pulse rate when exercising. N s o R
41. Practice relaxation or meditation for 15-20
minutes daily. N s o R
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42. Am aware of what is important to me in life.
43. Get support from a networic of caring people.
44. Read labels to identify nutrients, fats, and sodium 
content in packaged food.
45. Attend educational programs on personal health 
care.
46. Reach my target heart rate when exercising.
47. Pace myself to prevent tiredness.
48. Feel connected with some force greater than 
myself.
49. Settle conflicts with others through discussion and 
compromise.
50. Eat breakfast.
51. Seek guidance or counseling when necessary.





N S O R
N S O R
N S O R
N S o R
N S o R
N s o R
N S O R
N S o R
N S o R
N S o R
N s 0 R
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SELF-RATED ABILITIES FOR HEALTH PRACTICES SCALE
The previous items asked how often you do different health practices. The following statements 
ask whether you are able to perform various health practices within the context of your lifestyle. 
Read each statement and use the following scale to indicate how well you are able to do each of 
the health practices, not how often you actually do it.
0 = Not at all




I AM ABLE TO:
1. Find healthy foods that are within my budget.
2. Eat a balanced diet.
3. Figure out how much I should weigh to be
healthy.
4. Brush my teeth regularly.
5. Tell which foods are high in fiber content.
6. Figure out finm labels what foods are good 
for me.
7. Drink as much water as I need to drink 
every day.
8. Figure out things I can do t help me relax.
9. Keep myself from feeling lonely.
10. Do things that make me feel good about myself.
11. Avoid being bored.
12. Talk to friends and family about the things that 
are bothering me.
13. Figure out how I respond to stress.
0 1 2  3 4 
0 1 2  3 4
0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4
0 1 2  3 4
0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4
0 1 2  3 4 
0 1 2  3 4
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I AM ABLE TO:
14. Change things in my life to reduce my stress.
15. Do exercises that are good for me.
16. Fit exercise into my regular routine.
17. Find ways to exercise that I enjoy.
18. Find accessible places for me to exercise in the 
community.
19. Know when to quit exercising.
20. Do stretching exercises.
21. Keep from getting hurt when I exercise.
22. Figure out where to get information on how to 
take care of my health.
23. Watch for negative changes in my body's 
condition pressure sores, breathing problems).
24. Recognize what symptoms should be reported.
25. Use medication correctly.
26. Find a doctor or nurse who gives me good advice 
about how to stay healthy.
27. Know my rights and stand up for myself 
effectively.
28. Get help from others when I need it.
0=N otatalI




0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4
0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4
0 1 2  3 4
0 1 2  3 4 
0 1 2  3 4 
0 1 2  3 4
0 1 2  3 4
0 1 2  3 4 
0 1 2  3 4
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APPENDIX V
PROTOCOL FORM FOR RESEARCH INVOLVING HUMAN SUBJECTS
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
DATE: January 29, 1997
TO: John Yuhos (NOR)
M/S 3018
FROM: . Dr. William E. Schulze, Director
Office of Sponsored Programs (X1357)
RE: U Status of Human Subject Protocol Entitled: 
"Health Patterns of Nurses Who Smoke"
OSP #501s0197-171e
The protocol for the project referenced eüaove has been reviewed 
by the Office of Sponsored Programs and it has been determined 
that it meets the criteria for exemption from full review by the 
UNLV human subjects Institutional Review Board. This protocol is 
approved for a period of one year from the date of this 
notification and work on the project may proceed.
Should the use of human subjects described in this protocol 
continue beyond a year from the date of this notification, it 
will be necessary to request am extension.
cc: M. Louis
OSP File
Office of Sponsored Programs 
4505 Maryland Parkway •  Box 451037 • Las Vegas, Nevada 89154-1037 
(702) 895-1357 • FAX (702) 895-4242
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APPENDIX VI
REQUEST/PERMISSION FORMS FOR SITES
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John Yuhos, R.N 
1345 N. Stokes 




Director Of Nursing 
Boulder City Hospital 
901 Adams
Boulder City, NV 89005 
(702) 293-4111
Dear Carol Peace,
As a student in the family nurse practitioner program at the University of Las Vegas Nevada, I 
am required to complete a thesis. I am requesting your permission and help in my research 
project.
As you are probably aware, the high rate of cigarette smoking among nurses in the United States 
has been a public health concem since it was first identified in the Survey of Health 
Professionals in 1975. The purpose of this study is to examine the usefulness of Pender's Health 
Promotion Model in explaining the occurrence of health-promoting behaviors in smoking and 
nonsmoking nurses. A second purpose is to examine how nurses who smoke perceive their own 
abilities to perform health practices as compared to nurses who do not smoke. Registered nurses 
in your hospital will voluntarily fill out two questionnaires which should take no longer than 5 to 
10 minutes.
To save mailing cost and promote importance of questioimaires, I need your permission to visit 
individual units in the hospital. My visitations will surely be brief with the main purpose of 
distributing and collecting questionnaires and answering any questions. Naturally, participation 
will be strictly voluntary on the part of all nurses.
I will be contacting you in the near future to give exact woridng dates and more information. If 
you have any questions or foresee any problems please feel free to contact me any time at home 
or work - UMC ED. 383-2211. Your needed cooperation will be greatly appreciated in this 
project.
Sincerely,
John L. Yuhos, Jr., R.N.
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John Yuhos, R.N 
1345 N. Stokes 




Director of Nursing 
University Medical Center 
1800 W. (Charleston 
Las Vegas, NV 89102 
(702)383-2000
Dear Mardy Marett,
As a student in the family nurse practitioner program at the University of Las Vegas Nevada, I 
am required to complete a thesis. I am requesting your permission and help in my research 
project.
As you are probably aware, the high rate of cigarette smoking among nurses in the United States 
has been a public health concem since it was first identified in the Survey of Health 
Professionals in 1975. The purpose of this study is to examine the usefulness of Pender's Health 
Promotion Model in explaining the occurrence of health-promoting behaviors in smoking and 
nonsmoking nurses. A second purpose is to examine how nurses who smoke perceive their own 
abiUties to perform health practices as compared to nurses who do not smoke. Registered nurses 
in your hospital will voluntarily fill out two questioimaires which should take no longer than 5 to 
10 minutes.
To save mailing cost and promote importance of questioimaires, I need permission to visit 
individual units in the hospital. My visitations will surely be brief with the main purpose of 
distributing and collecting questionnaires and answering any questions. Naturally, participation 
will be strictly voluntary on the part of all nurses.
I will be contacting you in the near future to give exact woddng dates and more information. If 
you have any questions or foresee any problems please feel free to contact me any time at home 
or work - UMC ED. 383-2211. Your needed cooperation will be greatly appreciated in this 
project.
Sincerely,
John L. Yuhos, Jr., R.N.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
I, Mardy Marett R,N., Director of Nursing at University Medical 
Center grant my permission to John Yuhos, R.N. to conduct his 
proposed study at this facility. I have received the proposed 
outline and consent forms for the study Health Patterns of Nurses 
Who Smoke".
Permission is granted with the understanding by myself and John 
that permission to do this study may be withdrawn at any time by 
myself in the event that the outlined terms are violated.
Signed,
Mardy Marett R.N.,/ 
Director, Nursing Services 
University Medical Center
Date / -  ! y
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I, Carol Peace R.N., Director of Nursing at Boulder City Hospital grant 
my permission to John Yuhos, R.N. to conduct his proposed study at 
this facility. I have received the proposed outline and consent forms 
for the study "Health Patterns of Nurses Who Smoke".
Permission is granted with the understanding by myself and John 
that permission to do this study may be withdrawn at any time by 
myself in the event that the outlined terms are violated.
Signed,
Carol Peace ILN.,
Director, Nursing Services 
Boulder City Hospital
Date -
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PERMISSION FORM
I plan to use the HeeÊttPromoOng PtoBto //in a  research orevaluatiofiprqiect entMed:
- r j / ^ M t S f j  o v /T ^ d  S / f f O Y f _____________
I am enclosing a check fbr ten dollars ($10.00) payable to the University of Nebraska Medical 
Center College of Nursing.
L. ycy//as. :frt.
Print Name Sign
Position A isaC om  Telephone #
Mailing Address  ^ ,
____________r r o » - A /  L . 7 K
s n ) K f S
c-A-s u-eo^t^ ,  A /l/
Permission is granted to the above investigator to copy and use the Heanh-PmnuMnç UfesMe 
Profile Jl for non-commercial data collection purposes such as research or evaluation projects 
provided that content is not altered in any way and the copyright/permission statement at the end 
is retained. The instrument may be reproduced In the appendix of a thesis, dbsertation or 
research grant proposal without fürther permission. Reproduction Ibr any other purpose, Including 
the publication of study results, is prohibited without specific permission.
Susan Noble Walker Date
Please send two signed copies of this page to: Susan Noble Walker, Ed.D., R.N., FAA.N. 
University of Nebraska Medical Center 
College of Nursing 
600 South 42nd Street 
Omaha, Netwaska 68198-5330
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SCHOOL OF NURSING
THE UNIVERSITY OF TEXAS AT AUSTIN




Las Vegas, Nevada 89110
Dear Mr. Yuhas,
I am enclosing a copy of the Self-Rated Abilities for Health Practices and a copy of the 
article describing the development of this instrument You have our permission to use it in 
your research as long as you provide a citation with it referencing us.
Best wishes in your research endeavors!
Sincerely,
/ ^
Alexa K. Stuifbergen, PhD, RN 
Associate Professor
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Las Vegas, Nevada 89110
Dear John:
You have my permission to use the revised Health Promotion Model in your thesis entitled 
“Health Patterns o f  Nurses Who Smoke.” However, you must also obtain permission from 
Appleton & Lange at the following address:
Appleton & Lange 
4 Stamford Plaza .
107 Elm Street 
Stamford, CT 06902-3581
Cordially,
Nola J. Pender, PhD, RN, FAAN 
Associate Dean for Academic Affairs 
and Research
\bg
U M C M »
CENTER FOR NURSING RESEARCH
400 North Ingalls Bldg. • Ann Arbor, Michigan 48109-0482 
(313) 764-9554 FAX: (313) 936-3644
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John L Yuhos, Jr. 
1345 N. Stokes 
Las Vegas, NV 89110 
25 Oct 96
Appleton & Lange 
4 Stamford Plaza 
107 Elm Street 
Stamford, CT 06902-3581
To Whom It May Concem,
I have ^ e^ lssion  from Nola J. Pender to use her Health Promotion Modef in 
my thesis entitled "Health Patterns of Nurses Who Smoke". I not only plan 
to use her as my theorist but also some of her figures such as the Health 
Promotion Model figure on page 52 of her third edition of, "Health 
Promotion in Nursmg Practice" which,you published. Please t a ^ t h e  time 
to give me ^rfnission to this. Enclosed is my self-addressed stamped 
envelope for your convenience.
r Â  S in e
John Yuhos, Jr.
PERMISSION GRANTED
B E — !DATE
APPLETON & LANGE
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APPENDIX Vm
SUBSCALE ITEMS FOR INSTRUMENTS
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Subscales fbr Health*Pramotlhg U fes^le Profile
Subscale I (Health ResapcnsHNKty) Item
Report any unusual signs or symptoiiB to  a physician or other health profession; 3
Read or watch TV programs about Improving health. 9
Question health professionals In order to  understand their instructions. 15
Get a second opinion when I question n y  health care provider’s  advice. 21
Discuss my health concerns with health professionals. 27
Inspect my body at least monthly for physical changes/danger signs. 33
Ask for information from health professionals about how to take good care  39
Attend educational programs on personal health care. 45
Seek guidance or counseling when necessary. 51
Subscale II (Physical Activity) Item
Follow a planned exercise program. 4
Exercise vigorously for 20 or more minutes at least three times a week.... 10
Take part in light to moderate physical activity... 16
Take part in leisure-time (recreational) physical activities... 22
Do stretching exercises at least 3 times per week. 28
Get exercise during usual dally advities (such as walking... 34
Check my pulse rate when exercising. 40
Reach my target heart rate when exercising. 46
Subscale III (Nutrition) Item
Choose a diet low in fat, saturated fat, and cholesterol. 2
Limit use o f sugars and food containing sugar (sweets). 8
Eat 6-11 servings of bread, cereal, rice and pasta each day. 14
Eat 2-4 servings of fruit each day. 20
Eat 3-5 servings of vegetables each day. 26
Eat 2-3 servings o f milk, yogurt or cheese each day. 32
Eat only 2-3 servings from the meat, poultry, fish, dried beands, eggs and nuts 38
Read labels to  identify nutrients, fats, and sodkim content... 44
Eat break^st 50
Subscale IV (Spiritual Growth) Item
Feel I am growing and changing in positive ways. 6
Believe that my life has purpose. 12
Look forward to the future. 18
Feel content and at peace with myself. 24
Work toward long-term goals In my life. 30
Find each day interesting and challenging. 36
Am aware of what Is important to me in life. 42
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Feel connected vwith som e force greater than rnyself. 48
Expose myself to  new experiences and challenges. 52
Subscale V (Interpersonal Relations) Item
Discuss my problems and concerns with people dose to  me. 1
Praise other people easily for their achievements. 7
Maintain meaningful and fulfilling relationships with others. 13
Spend time with dose friends. 19
Find it easy to show concem, love and warmth to others. 25
Touch and am touched ly  people I care about. 31
Find ways to meet my needs for intima^. 37
Get support from a network of caring people. 43
Settle conflicts with others through rfiscussion and compromise. 49
Subscale VI (Stress Management) Item
Get enough sleep. 5
Take some time for relaxation every day. 11
Accept those things in my life which I can not change. 17
Concentrate on pleasant thoughts at bedtime. 23
Use specific methods to control my stress. 29
Balance time between work and play. 35
Practice relaxation or meditation for 15-20 minutes daily. 41
Pace myself to prevent tiredness. 47
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Subscales for Self-Rated Abilities for Health Practices Scale
Subscale I (Exercise) Item
Brush my teeth regularly. 4
Do exercées that are good for me. 15
Fit exercise into my regular routine. 16
Find ways to  exercise that I enjoy. 17
Find accessible places for me to exercise in the community. 18
Know when to quit exercising. 19
Do stretching exercises. 20
Keep from getting hurt wAen I exercise. 21
Subscale II (Well-Being) Item
Figure out things I can do to help me relax. 8
Keep myself from feeling lonely. 9
Do things that make me fsel good. 10
Avoid being bored. 11
Talk to friends and ^mily about the things that are bothering me. 12
Figure out how I respond to  stress. 13
Change things in my life to  reduce stress. 14
Subscale III (Nutrition) Item
Find healthy foods tht are within my budget. 1
Eat a balanced diet 2
Rgure out how much I should weigh to be healthy. 3
Tell which foods are high in fiber content. 5
Figure out from labels wfiat foods are good for me. 6
Drink as much water as I need to drink every day. 7
Subscale IV (Health Practices) Item
Figure out where to get information on how to take care of n y  health. 22
Watch for negative changes in my body's condition. 23
Recognize what symptoms should be reported to  a doctor or nurse. 24
Use medication correctly. 25
Find a doctor or nurse wbo gives me good advice about how to stay healthy. 26
Know my rights and stand up for myself. 27
Get help from others when I need it. 28
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Table 1
Nurse Demographic Data: Gender. Marital Status. Age and Race
Gender No. % Marital Status No %
Male 25 9 Single 47 17
Female 258 91 Married 184 65
Divorced 48 17
Widowed 4 1
Age No % Race No %
20-29 28 10 White 219 78
30-39 97 34 Black 6 2
40-49 96 34 Hispanic 4 2
50-59 48 17 Asian 46 16
60-69 12 4.5 A. Indian 2 1
70-79 1 .5 Other/Blank 3 1
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Table 2
Nurse Demographic Data: Wbric Area. Education and Smoking Status
Work Area No %
Emergency Departments





Nursing Administration 3 1
Pediatrics 8 3
Nursery/Obstetrics 20 7
Medical Surgical 85 30
Operating/ Recovery room 17 6
Nursing Education No. % Smoking No %
Associate Degree 112 40 Never 158 56
Diploma 33 12 Former 74 26
Bachelor Degree 116 41 Current 51 18
Masters Degree 17 6
Ph. D. 1 1
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Table 3
Analysis o f  V ariance fnr HPT.P-TT: Health Responsibility
Smoking Status 2 2.6796 5.4646 .0047
Within Groups 261 63.9930
Total 263 66.6727
Smoking Status Count Mean
Standard
Error
Never Smoker 147 2.5563* .0401
Former Smoker 67 2.5589* .0657
Current Smoker 50 2.3000 .0652
Total 264 .0310
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 4
Source df SS F Ratio F Prob
Smoking Status 1 2.6793 10.9697 .0011
Within Groups 262 63.9933
Total 263 66.6727
Smoking Status Count Mean
Standard
Error
Nonsmoker 214 2.5571* .0343
Smoker 50 2.3000 .0652
Total 264 .0310
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 5
Analysis of Variance for HPLP-H: Physical Activity
Source df SS F Ratio F Prob
Smoking Status 2 3.8802 3.4209 .0341
Within Groups 261 149.9930
Total 263 153.0332
Smoking Status Count Mean
Standard
Error
Never Smoker 147 2.2883 .0595
Former Smoker 68 2.5037* .0987
Current Smoker 51 2.1520 .1062
Total 266 .0466
* SchefTe < .05 indicates significant difference between 
Current Smokers.
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Table 6
Analysis of Variance for HPLP-II: Physical Activity, 2 Groups
Smoking Status 1 1.7228 3.0059 .0841
Within Groups 264 151.3104
Total 263 153.0332
Smoking Status Count Mean
Standard
Error
Nonsmoker 215 2.3564 .0516
Smoker 51 2.1520 .1062
Total 266 .0466
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Table 7
Analysis of Variance for HPLP-II: Nutrition
98
Smoking Status 2 1.9475 2.7996 .0626
Within Groups 266 92.5216
Total 268 94.4691
Smoking Status Count Mean
Standard
Error
Never Smoker 151 2.7270 .0487
Former Smoker 68 2.6552 .0701
Current Smoker 50 2.5000 .0819
Total 269 .0362
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Table 8
Analysis of Variance for HPLP-H: Nutrition, 2 Groups
Smoking Status 1 1.7060 4.9103 .0275
Within Groups 266 92.5216
Total 268 94.4691
Smoking Status Count Mean
Standard
Error
Nonsmoker 219 2.7047 ♦ .0400
Smoker 50 2.5000 .0819
Total 269 .0362
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 9
Analysis of Variance for HPLP-H: Spiritual Growth
Smoking Status 2 2.4782 4.5201 .0118
Within Groups 251 68.8072
Total 268 71.2854
Smoking Status Count Mean
Standard
Error
Never Smoker 140 3.1333 .0425
Former Smoker 66 3.2222* .0647
Current Smoker 48 2.9282 .0834
Total 254 .0333
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 10
Analysis of Variance for HPLP-II: Spiritual Growth, 2 Groups
Source df SS F Ratio F Prob
Smoking Status 1 2.1238 7.7384 .0058
Within Groups 266 69.1616
Total 268 71.2854
Smoking Status Count Mean
Standard
Error
Nonsmoker 206 3.1618* .0356
Smoker 48 2.9282 .0834
Total 254 .0333
* Scheffe < .OS indicates significant difference between 
Current Smokers.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
102
Table 11
Analysis of Variance forHPLP-H: fiiterpersonal Relations
Source df SS F Ratio F Prob
Smoking Status 2 .3669 .7112 .4920
Within Groups 265 68.3567
Total 267 68.7236
Smoking Status Count M ean
Standard
Error
Never Smoker 151 3.0986 .0391
Former Smoker 67 3.1393 .0645
Current Smoker 50 3.0267 .0793
Total 268 .0310
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Table 12
Analysis of Variance for HPLP-II: Interpersonal Relations, 2 Groups
Smoking Status 1 .2900 1.1273 .2893
Within Groups 266 68.4336
Total 267 68.7236
Smoking Status Count Mean
Standard
Error
Nonsmoker 218 3.1111 .0335
Smoker 50 3.0267 .0793
Total 268 .0310
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Table 13
Analysis of Variance for HPLP-II: Stress Management
104
Smoking Status 2 1.4613 2.3406 .0983
Within Groups 261 81.4725
Total 263 82.9337
Smoking Status Count Mean
Standard
Error
Never Smoker 146 2.5283 .0425
Former Smoker 67 2.6828 .0766
Current Smoker 51 2.4828 .0822
Total 264 .0346
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Table 14
Analysis of Variance for HPLP-II: Stress Management, 2 Groups
Smoking Status 1 .3639 1.1545 .2836
Within Groups 266 82.5699
Total 268 82.9337
Smoking Status Count Mean
Standard
Error
Nonsmoker 213 2.5769 .0380
Smoker 51 2.4828 .0822
Total 264 .0346
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
106
Table 15
Analysis of Variance for Self-Rated Abilities for Health Practices Scale: Exercise









Smoking Status Count Mean
Standard
Error
Never Smoker 151 22.0199* .6112
Former Smoker 69 21.6667 .9438
Current smoker 51 18.2941 1.2905
Total 271 .4881
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 16
Analysis of Variance for Self-Rated Abilities for Health Practices Scale: Exercise, 2 Groups
Smoking Status 1 541.0454 8.6156 .0036
Within Groups 269 16892.7701
Total 270 17433.8155
Smoking Status Count Mean
Standard
Error
Nonsmoker 220 21.9091* .5123
Smoker 51 18.2941 1.2905
Total 271 .4881
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 17
Analysis of Variance for Self-Rated Abilities for Health Practices Scale: Well-Being
Source df SS F Ratio F Prob .
Smoking Status 2 46.6510 12258 .2952
Within Groups 268 5099.5409
Total 270 5146.1919
Smoking Status Count Mean
Standard
Error
Never Smoker 151 21.4040 .3448
Former Smoker 69 21.2899 .5095
Current smoker 51 20.3137 .6828
Total 271 .2652
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Table 18
Source df SS F Ratio F Prob
Smoking Status 1 46.0342 2.4280 .1204
Within Groups 269 5100.1577
Total 270 5146.1919
Smoking Status Count Mean
Standard
Error
Nonsmoker 220 21.3682 .2849
Smoker 51 20.3137 .6828
Total 271 .2652
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Table 19
Analysis of Variance for Self-Rated Abilities for Health Practices Scale: Nutrition
Smoking Status 2 164.4540 5.4620 .0047
Within Groups 268 4019.5312
Total 270 4183.9852
Smoking Status Count Mean
Standard
Error
Never Smoker 150 19.5600* .2964
Former Smoker 69 18.8696 .4221
Current smoker 51 17.4902 .6919
Total 270 .2400
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 20
Analysis of Variance for Self-Rated Abilities for Health Practices Scale: Nutrition. 2 Groups
Smoking Status 1 141.9250 9.4100 .0024
Within Groups 268 4042.0602
Total 269 4183.9852
Smoking Status Count Mean
Standard
Error
Nonsmoker 219 19.3425» .2431
Smoker 51 17.4902 .6919
Total 270 .2400
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 21
Smoking Status 2 139.1911 4.5628 .0113
Within Groups 261 3980.9566
Total 263 4120.1477
Smoking Status Count Mean
Standard
Error
Never Smoker 147 24.6463* .3020
Former Smoker 66 24.6970* .4028
Current smoker 51 22.8235 .7215
Total 264 .2436
* Scheffe < .05 indicates significant difference between 
Current Smokers.




Source df SS F Ratio F Prob
Smoking Status 1 139.0740 9.1527 .0027
Within Groups 261 3980.9566
Total 263 4120.1477
Smoking Status Count Mean
Standard
Error
Nonsmoker 213 24.6620* .2424
Smoker 51 22.8235 .7215
Total 264 .2436
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 23
Analysis of Variance forHPLP-II: Total Score
Source df SS F Ratio F Prob
Smoking Status 2 4301.8902 4.0085 .0193
Within Groups 261 143809.1651
Total 263 148111.0554
Smoking Status Count Mean
Standard
Error
Never Smoker 151 141.8742 1.7653
Former Smoker 69 145.0435* 3.0424
Current Smoker 51 133.2549 3.4183
Total 271 1.4227
* Scheffe < .OS indicates significant difiTerence between 
Current Smokers.
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Table 24
Analysis of Variance for HPLP-II: Total Score. 2 Groups
Source df SS _ F Ratio F Prob
Smoking Status 1 32.0942 4.7708 .0299
Within Groups 250 1681.7988
Total 251 1713.8930
Smoking Status Count Mean
Standard
Error
Nonsmoker 204 16.4832* .1826
Smoker 48 15.5744 .3656
Total 252 .1646
* Scheffe < .OS indicates significant difference between 
Current Smokers.
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Table 25
Analysis of Variance for Self-Rated Abilities for Health Practices Scale: Total Score
Smoking Status 2 2741.8371 5.1240 .0065
Within Groups 268 71703.3363
Total 270 74445.1734
Sm oking Status C ount M ean
Standard
Error
Neyer Smoker 151 87.3245* 1.3029
Former Smoker 69 86.1884 1.6794
Current Smoker 51 78.9216 2.8021
Total 271 1.0087
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 26
Source df SS F Ratio F Prob
Smoking Status I 2680.7099 10.0483 .0017
Within Groups 269 71764.4635
Total 270 74445.1734
Smoking Status Count Mean
Standard
Error
Nonsmoker 220 86.9682* 1.0363
Smoker 51 78.9216 2.8021
Total 271 1.0087
* Scheffe < .05 indicates significant difference between 
Current Smokers.
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Table 27
Correlation CoefiScients of Subscales. HPLP-H and Self -Rated Abilities for Health Practices 
Scale












.5256 .3800 .4425 1.000
5. Interpersonal 
Relationships
.5205 .3509 .4466 .7070 1.000
6. Stress 
Management
.4224 .4950 .4234 .6062 .5252 1.000
7. Exercise .3572 .7012 .4235 .3594 .2839 .4249 1.000
8. Well Being .3585 .2297 .3060 .5742 .5608 .5253 .4276 1.000
9. Nutrition .3935 .4073 .5748 .3501 .3523 .3355 .6208 .5056 1.000
10. Health .4577 .3157 .3352 .4038 .4269 .3101 .4823 .5274 .6012 1.000
Practices
Note, n ranged fiom 264 -  283 
P = .000 for all subscales
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Table 28
Multivariate Analysis of Variance Between Smoking and Nonsmoking Nurses
Variable D. F. (1.244) MS F Sig. Of F
Health Responsibility 2.10797 9.09016 .003
Physical Activity .94322 1.63819 .202
Nutrition ^ffLP-H) 1.18336 3.40709 .066
Spiritual Growth 1.98449 7.35277 .007
Interpersonal Relationships .10158 .42004 .518
Stress Management .08518 .28828 .592
Exercise 418.92486 6.62696 .011
Well-Being 26.14266 1.51782 .219
Nutrition 79.62361 5.47166 .020
Health Practices 73.24404 5.47577 .020
Multivariate Tests of Significance (S = I, M = 4, N = 116 Vz)
Test_______Value______ Exact_F______________________ Sig. Of F
Pillais .09149 2.36643 .011
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